Montana Medicaid - Fee Schedule
Outpatient Hospital

Definitions:

Modifier —When a modifier is present, this indicates system may have different reimbursement or code edits for that procedure code/modifier combination.

For example:
26 = professional component
TC = technical component

Description — Procedure code description. You must refer to the appropriate official CPT-4 or HCPCS coding manual for complete definitions in order to
assure correct coding.

Effective — This is the first date of service for which the listed fee is applicable.

Method — Source of fee determination
Fee Sched: Medicaid fee for listed code
Medicare: Medicare-prevailing fee for listed code. Laboratory services are paid at 62% of listed fee for sole community hospitals and at 60% for others

By Report (BR): Equals a percentage of billed charges; percentage depends on provider type and service/supply

Please see first page for a complete description 1
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description

A4641 SUPPLY OF RADIOPHARMACEUTICAL DIAGNOSTIC IMAGING AGENT
A4642 SUPPLY OF SATUMOMAB PENDETIDE RADIOPHAR DIAG IMAG AGENT
A9500 SUPPLY OF RADIOPHARMACEUTICAL DIAGNOSTIC IMAGING AGENT TECH
A9502 SUPPLY OF RADIOPHARMACEUTICAL DIAG. IMAGING AGENT TC 99M
A9503 SUPPLY OF DIAGNOSTIC RADIOPHARMACEUTICAL IMAGING AGENT TECH
A9505 SUPPLY OF RADIOPHARMACEUTICAL DIAGNOSTIC IMAGING AGENT THAL
D0001 D.P.G. 1 - NERVE AND OTHER PROCEDURES

D0002 D.P.G. 2 - SPINAL PROCEDURES

D0003 D.P.G. 3 - NERVE INJECTIONS

D0004 D.P.G. 4 - ORBITAL AND OTHER EYE PROCEDURES

D0005 D.P.G. 5 - LENS PROCEDURES

D0006 D.P.G. 6 - IRIS AND OTHER EYE PROCEDURES

D0007 D.P.G. 7 - STRABISMUS SURGERY

D0008 D.P.G. 8 - EXTERNAL EYE PROCEDURES

D0009 D.P.G. 9 - RESPIRATORY PROCEDURES

D0010 D.P.G. 10 - TYMPANOPLASTY

D0011 D.P.G. 11 - SINUS PROCEDURES

D0012 D.P.G. 12 - OTHER SINUS PROCEDURES

D0013 D.P.G. 13 - TONSIL/ADENOID PROCEDURES

D0014 D.P.G. 14 - NASAL PROCEDURES

D0015 D.P.G. 15 - OTHER RESPIRATORY PROCEDURES

D0016 D.P.G. 16 - EXTERNAL EAR PROCEDURES

D0017 D.P.G. 17 - ENDOSCOPY - E.N.T.

D0018 D.P.G. 18 - PACEMAKERS

D0019 D.P.G. 19 - CARDIAC CATHETERIZATION

D0020 D.P.G. 20 - ANGIOGRAPHY

D0021 D.P.G. 21 - VASCULAR PROCEDURES

D0022 D.P.G. 22 - OTHER VASCULAR PROCEDURES

D0023 D.P.G. 23 - LYMPHATIC PROCEDURES

D0024 D.P.G. 24 - MINOR VASCULAR PROCEDURES

D0025 D.P.G. 25 - CHOLECYSTECTOMY

D0026 D.P.G. 26 - HERNIA REPAIR

D0027 D.P.G. 27 - HEPATOBILIARY PROCEDURES

D0028 D.P.G. 28 - G.I. PROCEDURES (ENDOSCOPY)

D0029 D.P.G. 29 - ANORECTAL PROCEDURES

D0030 D.P.G. 30 - MINOR ANAL PROCEDURES

D0031 D.P.G. 31 - MECHANICAL IMPLANTS

D0032 D.P.G. 32 - LITHOTRIPSY

D0033 D.P.G. 33 - UPPER URINARY PROCEDURES

D0034 D.P.G. 34 - LOWER URINARY AND GENITAL PROCEDURES

Please see first page for a complete description

of information contained in the fee schedules.

Effective
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1996
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1996
7/1/1998
7/1/1998

Method
BY REPORT
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$0.00
$463.60
$281.58
$522.50
$37.55
$73.64
$960.05
$233.56
$217.44
$1,345.09
$1,330.28
$796.08
$1,170.10
$256.32
$1,097.02
$1,558.40
$1,436.51
$981.95
$939.66
$187.18
$701.22
$509.56
$761.29
$0.00
$2,226.12
$1,254.47
$1,814.44
$1,285.05
$895.60
$741.77
$3,178.29
$1,132.99
$957.62
$371.34
$809.30
$396.78
$5,386.91
$0.00
$1,479.46
$1,144.04

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
D0035 D.P.G. 35 - BLADDER AND URETHRAL PROCEDURES
D0036 D.P.G. 36 - VASECTOMY
D0037 D.P.G. 37 - CIRCUMCISION
D0038 D.P.G. 38 - UROLOGICAL DIAGNOSTIC PROCEDURES
D0039 D.P.G. 39 - UTERUS/ADNEXAL/PERITONEAL PROCEDURES
D0040 D.P.G. 40 - ENDOSCOPY AND GYN PROCEDURES
D0041 D.P.G. 41 - MINOR GYN PROCEDURES
D0042 D.P.G. 42 - EVACUATIONS
D0043 D.P.G. 43 - MAXILLO-FACIAL PROCEDURES
D0044 D.P.G. 44 - MINOR BONE PROCEDURES
D0045 D.P.G. 45 - UPPER EXTREMITY PROCEDURES
D0046 D.P.G. 46 - OPEN REDUCTIONS
D0047 D.P.G. 47 - TENDON AND MUSCLE PROCEDURES
D0048 D.P.G. 48 - CLOSED REDUCTIONS
D0049 D.P.G. 49 - LOWER EXTREMITY PROCEDURES
D0050 D.P.G. 50 - KNEE PROCEDURES
D0051 D.P.G. 51 - ANKLE AND FOOT PROCEDURES
D0052 D.P.G. 52 - REMOVAL OF INTERNAL FIXATION
D0053 D.P.G. 53 - SOFT TISSUE PROCEDURES
D0054 D.P.G. 54 - MANIPULATIONS
D0055 D.P.G. 55 - MASTECTOMY
D0056 D.P.G. 56 - AUGMENTATION/MAMMOPLASTY
D0057 D.P.G. 57 - BREAST PLASTIC PROCEDURES
D0058 D.P.G. 58 - PLASTIC RECONSTRUCTION
D0059 D.P.G. 59 - SKIN PROCEDURES
D0060 D.P.G. 60 - DENTAL SURGERY
D0061 D.P.G. 61 - BIOPSY
D0063 D.P.G. 63 - TRANSFUSIONS
D0064 D.P.G. 64 - CARDIOVERSION
D0065 D.P.G. 65 - CHEMOTHERAPY
D0066 D.P.G. 66 - MYELOGRAM
D0067 D.P.G. 67 - ELECTROSHOCK THERAPY
D0077 D.P.G. 77 - OTHER ER/CLINIC VISIT
D0091 D.P.G. 91 - CRITICAL CARE VISIT
D0092 D.P.G. 92 - EMERGENCY VISIT
D0093 D.P.G. 93 - SCREENING FEE
G0001 ROUTINE VENIPUNCTURE FOR COLLECTION OF SPECIMEN(S)
GO0005 PATIENT DEMAND RECORDING PER 30 DAY PERIOD; RECORDING
G0006 PT. DEMAND RECORDING PER 30 DAY PERIOD;TRANS RECEIPT & ANALY
G0015 POST SYMPTOM ECG TRACING
G0026 FECAL LEUKOCYTE EXAMINATION
Please see first page for a complete description 3

of information contained in the fee schedules.

Effective
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1995
7/1/2001
7/1/2001
7/1/2001
1/1/1998

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
MEDICARE
FEE SCHED
FEE SCHED
FEE SCHED
MEDICARE

Fee
$626.27
$681.32
$527.95
$487.31

$1,516.85
$1,150.55
$781.72
$865.58
$1,357.12
$1,176.00
$1,518.40
$1,437.35
$873.52
$290.25
$1,377.00
$1,505.05
$1,323.27
$865.03
$801.64
$710.25
$916.60
$1,598.45
$919.30
$160.72
$157.30
$847.63
$406.10
$590.94
$406.16
$848.20
$364.97
$445.70
$74.07
$486.73
$95.03
$20.60
$3.00
$75.00
$75.00
$75.00
$9.83

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
G0030 PET MYOCARDIAL PERFUSION IMAGING SINGLE STUDY REST OR STRE
G0031 PET MYOCARDIAL PERFUSION IMAGING SINGLE STUDY REST OR STRE
G0032 PET MYOCARDIAL PERFUSION IMAGING SINGLE STUDY REST OR STRE
G0033 PET MYOCARDIAL PERFUSION IMAGING MULTIPLE STUDIES REST OR
G0034 PET MYOCARDIAL PERFUSION IMAGING SINGLE STUDY REST OR STRE
G0035 PET MYOCARDIAL PERFUSION IMAGING MULTIPLE STUDIES REST OR
G0036 PET MYOCARDIAL PERFUSION IMAGING SINGLE STUDY REST OR STRE
G0037 PET MYOCARDIAL PERFUSION IMAGING MULTIPLE STUDIES REST OR
G0038 PET MYOCARDIAL PEFUSION IMAGING SINGLE STUDY REST OR STRES
G0039 PET MYOCARDIAL PERFUSION IMAGING MULTIPLE STUDIES REST OR
G0040 PET MYOCARDIAL PERFUSION IMAGING SINGLE STUDY REST OR STRE
G0041 PET MYOCARDIAL PERFUSION IMAGING MULTPLE STUDIES RESTOR S
G0042 PET MYOCARDIAL PERFUSION IMAGING SINGLE STUDY REST OR STRE
G0043 PET MYOCARDIAL PEFUSION IMAGING MULTIPLE STUDIES REST OR S
G0044 PET MYOCARDIAL PEFUSION IMAGING SINGLE STUDY REST OR STRES
G0045 PET MYOCARDIAL PERFUSION IMAGING MULTIPLE STUDIES REST OR
G0046 PET MYOCARDIAL PERFUSION IMAGING SINGLE STUDY REST OR STRE
G0047 PET MYOCARDIAL PERFUSION IMAGING MULTIPLE STUDIES REST OR
G0050 MEASUREMENT OF POST-VOIDING RESIDUAL URINE &/OR BLADDER CAPA
G0103 PROSTATE CANCER SCREENING; PSA TEST TOTAL
G0106 COLORECTAL CANCER SCREENING; ALTERNATIVE TO G0104 BA ENEMA
GO0107 COLORECTAL CANCER SCREENING; FECAL-OCCULT BLOOD TEST
G0120 COLORECTAL CA SCREENING; ALTERNATIVE TO G0105 BARIUM ENEMA
G0122 COLORECTAL CANCER SCREENING; BARIUM ENEMA
G0123 SCREENING CYTOPATHOLOGY/CERVICAL OR VAGINAL CYTOTECHNOLOGI
G0125 PET LUNG IMAGING USING FDG FOLLOWING CT (71250 71260 71270)
G0126 PET LUNG IMAGING USING FDG FOLLOWING CT; INITIAL STAGING
G0130 SEXA BONE DENSITY STUDY/ONE OR MORE SITES/APPENDICULAR SKELE
G0131 COMPUTERIZED TOMOGRAPHY BONE MINERAL DENSITY STUDY; AXIAL
G0132 COMPUTERIZED TOMOGRAPHY BONE MINERAL DENSITY STUDY; APPENDI(
G0143 SCREENING CYTOPATHOLOGY/CERVICAL OR VAGINAL CYTOTECHNOLOGI
G0144 SCREENING CYTOPATHOLOGY/CERVICAL OR VAGINAL CYTOTECHNOLOGI
G0145 SCREENING CYTOPATHOLOGY/CERVICAL OR VAGINAL CYTOTECHNOLOGI
G0147 SCREENING CYTOPATHOLOGY/CERVICAL OR VAGINAL PHYSICIAN SPRVSN
G0148 SCREENING CYTOPATHOLOGY/CERVICAL OR VAGINAL AUTOMATED SYSTE
G0163 PET WHOLE BODY IMAGING FOR COLORECTAL OR MET CA RECURRENCE
G0164 PET WHOLE BODY IMAGING STAGING/CHARACTERIZATION OF LYMPHOMA
G0165 PET WHOLE BODY IMAGING FOR MELANOMA OR MET CA RECURRENCE
P2028 CEPHALIN FLOCULATION BLOOD
P2029 CONGO RED BLOOD
P2033 THYMOL TURBIDITY BLOOD

Please see first page for a complete description 4

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
1/1/2000
7/1/2001
1/1/1998
7/1/2001
7/1/2001
1/1/2000
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
1/1/2000
1/1/2000
1/1/2000
1/1/2000
1/1/2000
7/1/2001
7/1/2001
7/1/2001
7/1/1995
7/1/1995
1/1/1999

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
MEDICARE
FEE SCHED
MEDICARE
FEE SCHED
FEE SCHED
MEDICARE
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
FEE SCHED
FEE SCHED
FEE SCHED
BY REPORT
BY REPORT
BY REPORT

Fee
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20
$697.20

$54.17
$42.37
$82.87
$5.83
$82.87
$82.87
$24.33
$2,148.08
$2,148.08
$63.89
$110.18
$110.18
$24.33
$24.33
$24.33
$24.33
$24.33
$2,148.08
$2,148.08
$2,148.08
$0.00
$0.00
$0.00

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
P2038 MUCOPROTEIN BLOOD (SEROMUCOID) (MEDICAL NECESSITY PROCEDURE
P3000 SCREENING PAPANICOLAOU SMEAR CERVICAL OR VAGINAL UP TO THR
P9010 BLOOD (WHOLE) FOR TRANSFUSION PER UNIT
P9011 BLOOD (SPLIT UNIT) SPECIFY AMOUNT
P9012 CRYOPRECIPITATE EACH UNIT
P9013 FIBRINOGEN UNIT
P9016 LEUKOCYTE POOR BLOOD EACH UNIT
P9017 PLASMA SINGLE DONOR FRESH FROZEN EACH UNIT
P9018 PLASMA PROTEIN FRACTION EACH UNIT
P9019 PLATELET CONCENTRATE EACH UNIT
P9020 PLATELET RICH PLASMA EACH UNIT
P9021 RED BLOOD CELLS EACH UNIT
P9022 WASHED RED BLOOD CELLS EACH UNIT
P9023 PLASMA POOLED MULTIPL DONOR TREATED FROZEN EACH UNIT
P9031 PLATELETS LEUKOCYTES REDUCED EACH UNIT
P9032 PLATELETS IRRADIATED EACH UNIT
P9033 PLATELETS LEUKOCYTES REDUCED IRRADIATED EACH UNIT
P9034 PLATELETS PHERESIS EACH UNIT
P9035 PLATELETS PHERESIS LEUKOCYTES REDUCED EACH UNIT
P9036 PLATELETS PHERESIS IRRADIATED EACH UNIT
P9037 PLATELETS PHERESIS LEUKOCYTES REDUCED IRRADIATED EACH UNIT
P9038 RED BLOOD CELLS IRRADIATED EACH UNIT
P9039 RED BLOOD CELLS DEGLYCEROLIZED EACH UNIT
P9040 RED BLOOD CELLS LEUKOCYTES REDUCED IRRADIATED EACH UNIT
P9041 INFUSION ALBUMIN(HUMAN) 5% 50ML
P9042 INFUSION ALBUMIN(HUMAN) 25% 10 ML
P9043 INFUSION PLASMA PROTEIN FRACTION(HUMAN) 5% 50 ML
P9044 PLASMA CRYOPRECIPITATE REDUCED EACH UNIT
P9612 CATHETERIZATION FOR SPECIMEN COLLECTION SINGLE PT. ALL POS
P9615 CATHETERIZATION FOR COLLECTION OF SPECIMEN(S)
Q0035 CARDIOKYMOGRAPHY
Q0091 SCREENING PAPANICOLAOU SMEAR; OBTAINING PREPARING AND CONVE
Q0092 SET UP PORTABLE X-RAY EQUIPMENT
Q0111 WET MOUNTS INCL PREP OF VAGINAL CERVICAL OR SKIN SPECIMENS
Q0112 ALL POTASSIUM HYDROXIDE (KOH) PREPARATIONS
Q0113 PINWORM EXAMINATIONS
Q0114 FERN TEST
R0070 TRANSPORTATION OF PORTABLE X-RAY EQUIPMENT AND PERSONNEL TO
R0O075 TRANSPORTATION OF PORTABLE X-RAY EQUIPMENT AND PERSONNEL TO
S0001 D.P.G. 1 - NERVE AND OTHER PROCEDURES
S0002 D.P.G. 2 - SPINAL PROCEDURES
Please see first page for a complete description 5

of information contained in the fee schedules.

Effective
1/1/1998
1/1/2001
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/2000
1/1/2001
1/1/2001
1/1/2001
1/1/2001
1/1/2001
1/1/2001
1/1/2001
1/1/2001
1/1/2001
1/1/2001
1/1/2001
1/1/2001
1/1/2001
1/1/2001
1/1/1999
1/1/1999
7/1/2001
1/1/1999
7/1/2001
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/2000
7/1/2001
7/1/1998
7/1/1998

Method
MEDICARE
MEDICARE
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
MEDICARE
MEDICARE
FEE SCHED
BY REPORT
FEE SCHED
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$11.58
$11.92

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$3.00
$3.00
$78.70
$0.00
$0.00
$9.83
$9.83
$10.50
$16.47
$0.00
$0.00
$1,019.92
$248.13

Fees as of July 2001



Proc
S0003
S0004
S0005
S0006
S0007
S0008
S0009
S0010
S0011
S0012
S0013
S0014
S0015
S0016
S0017
S0018
S0019
S0020
S0021
S0022
S0023
S0024
S0025
S0026
S0027
S0028
S0029
S0030
S0031
S0032
S0033
S0034
S0035
S0036
S0037
S0038
S0039
S0040
S0041
S0042
S0043

Please see first page for a complete description

Modifier

D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.
D.P.G.

Montana Medicaid - Fee Schedule

Outpatient Hospital

Description
3 - NERVE INJECTIONS
4 - ORBITAL AND OTHER EYE PROCEDURES
5 - LENS PROCEDURES
6 - IRIS AND OTHER EYE PROCEDURES
7 - STRABISMUS SURGERY
8 - EXTERNAL EYE PROCEDURES
9 - RESPIRATORY PROCEDURES
10 - TYMPANOPLASTY
11 - SINUS PROCEDURES
12 - OTHER SINUS PROCEDURES
13 - TONSIL/ADENOID PROCEDURES
14 - NASAL PROCEDURES
15 - OTHER RESPIRATORY PROCEDURES
16 - EXTERNAL EAR PROCEDURES
17 - ENDOSCOPY - E.N.T.
18 - PACEMAKERS
19 - CARDIAC CATHETERIZATION
20 - ANGIOGRAPHY
21 - VASCULAR PROCEDURES
22 - OTHER VASCULAR PROCEDURES
23 - LYMPHATIC PROCEDURES
24 - MINOR VASCULAR PROCEDURES
25 - CHOLECYSTECTOMY
26 - HERNIA REPAIR
27 - HEPATOBILIARY PROCEDURES
28 - G.l. PROCEDURES (ENDOSCOPY)
29 - ANO-RECTAL PROCEDURES
30 - MINOR ANAL PROCEDURES
31 - MECHANICAL IMPLANTS
32 - LITHOTRIPSY
33 - UPPER URINARY PROCEDURES
34 - LOWER URINARY AND GENITAL PROCEDURES
35 - BLADDER AND URETHRAL PROCEDURES
36 - VASECTOMY
37 - CIRCUMCISION
38 - UROLOGICAL DIAGNOSTIC PROCEDURES
39 - UTERUS/ADNEXAL/PERITONEAL PROCEDURES
40 - ENDOSCOPY AND GYN PROCEDURES
41 - MINOR GYN PROCEDURES
42 - EVACUATIONS
43 - MAXILLO-FACIAL PROCEDURES

of information contained in the fee schedules.

Effective
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1996
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1996
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee

$231.00
$1,428.97
$1,413.24
$845.74
$1,243.07
$272.30
$1,165.44
$1,655.59
$1,526.10
$1,043.19
$998.26
$198.85
$744.96
$541.34
$808.77
$0.00
$2,364.95
$1,332.71
$1,927.60
$1,365.20
$951.45
$788.04
$3,376.51
$1,203.65
$1,017.35
$394.50
$859.77
$421.53
$5,722.87
$0.00
$1,571.73
$1,215.39
$665.32
$723.82
$560.88
$517.70
$1,611.45
$1,222.30
$830.47
$919.57
$1,441.75

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
S0044 D.P.G. 44 - MINOR BONE PROCEDURES
S0045 D.P.G. 45 - UPPER EXTREMITY PROCEDURES
S0046 D.P.G. 46 - OPEN REDUCTIONS
S0047 D.P.G. 47 - TENDON AND MUSCLE PROCEDURES
S0048 D.P.G. 48 - CLOSED REDUCTIONS
S0049 D.P.G. 49 - LOWER EXTREMITY PROCEDURES
S0050 D.P.G. 50 - KNEE PROCEDURES
S0051 D.P.G. 51 - ANKLE AND FOOT PROCEDURES
S0052 D.P.G. 52 - REMOVAL OF INTERNAL FIXATION
S0053 D.P.G. 53 - SOFT TISSUE PROCEDURES
S0054 D.P.G. 54 - MANIPULATIONS
S0055 D.P.G. 55 - MASTECTOMY
S0056 D.P.G. 56 - AUGMENTATION/MAMMOPLASTY
S0057 D.P.G. 57 - BREAST PLASTIC PROCEDURES
S0058 D.P.G. 58 - PLASTIC RECONSTRUCTION
S0059 D.P.G. 59 - SKIN PROCEDURES
S0060 D.P.G. 60 - DENTAL SURGERY
S0061 D.P.G. 61 - BIOPSY
S0063 D.P.G. 63 - TRANSFUSIONS
S0064 D.P.G. 64 - CARDIOVERSION
S0065 D.P.G. 65 - CHEMOTHERAPY
S0066 D.P.G. 66 - MYELOGRAM
S0067 D.P.G. 67 - ELECTROSHOCK THERAPY
S0077 D.P.G. 77 - OTHER ER/CLINIC VISIT
S0091 D.P.G. 91 - CRITICAL CARE VISIT
S0092 D.P.G. 92 - EMERGENCY VISIT
S0093 D.P.G. 93 - SCREENING FEE
Z0912 PARTIAL HOSPITALIZATION ACUTE- FULL DAY
Z0913 PARTIAL HOSPITALIZATION ACUTE - HALF DAY
Z0914 PARTIAL HOSPITALIZATION SUB ACUTE - FULL DAY
Z0915 PARTIAL HOSPITALIZATION SUB ACUTE - HALF DAY
36600 ARTERIAL PUNCTURE WITHDRAWAL OF BLOOD FOR DIAGNOSIS
51736 URINE FLOW MEASUREMENT
51741 ELECTRO-UROFLOWMETRY FIRST
51792 URINARY REFLEX STUDY
51795 URINE VOIDING PRESSURE STUDY
51797 INTRAABDOMINAL PRESSURE TEST
54240 PENIS STUDY
54250 PENIS STUDY
59020 FETAL CONTRACT STRESS TEST
59025 FETAL NON-STRESS TEST

Please see first page for a complete description 7

of information contained in the fee schedules.

Effective
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
7/1/1998
1/15/2001
1/15/2001
4/27/2001
4/27/2001
1/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
BY REPORT
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$1,249.34
$1,613.10
$1,527.00

$928.00
$308.80
$1,462.87
$1,598.92
$1,405.80
$918.99
$851.63
$754.54
$973.76
$1,698.14
$976.62
$170.74
$167.11
$900.49
$431.43
$627.80
$431.49
$901.10
$387.74
$473.49
$78.63
$517.09
$100.96
$20.60
$147.00
$110.25
$93.37
$70.03
$0.00
$100.46
$100.46
$180.09
$100.46
$100.46
$100.46
$180.09
$62.04
$62.04

Fees as of July 2001



Proc
70010
70015
70030
70100
70110
70120
70130
70134
70140
70150
70160
70170
70190
70200
70210
70220
70240
70250
70260
70300
70310
70320
70328
70330
70332
70336
70350
70355
70360
70370
70371
70373
70380
70390
70450
70460
70470
70480
70481
70482
70486

Modifier

Description

CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
X-RAY EYE FOR FOREIGN BODY
X-RAY EXAM OF JAW

X-RAY EXAM OF JAW

X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MIDDLE EAR
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF NASAL BONES
X-RAY EXAM OF TEAR DUCT
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF EYE SOCKETS
X-RAY EXAM OF SINUSES

X-RAY EXAM OF SINUSES

X-RAY EXAM PITUITARY SADDLE
X-RAY EXAM OF SKULL

X-RAY EXAM OF SKULL

X-RAY EXAM OF TEETH

X-RAY EXAM OF TEETH

FULL MOUTH X-RAY OF TEETH
X-RAY EXAM OF JAW JOINT
X-RAY EXAM OF JAW JOINTS
X-RAY EXAM OF JAW JOINT
MAGNETIC IMAGE JAW JOINT
X-RAY HEAD FOR ORTHODONTIA
PANORAMIC X-RAY OF JAWS
X-RAY EXAM OF NECK

THROAT X-RAY & FLUOROSCOPY
SPEECH EVALUATION COMPLEX
CONTRAST X-RAY OF LARYNX
X-RAY EXAM OF SALIVARY GLAND
X-RAY EXAM OF SALIVARY DUCT
CAT SCAN OF HEAD OR BRAIN
CONTRAST CAT SCAN OF HEAD
CONTRAST CAT SCANS OF HEAD
CAT SCAN OF SKULL

CONTRAST CAT SCAN OF SKULL
CONTRAST CAT SCANS OF SKULL
CAT SCAN OF FACE JAW

Please see first page for a complete description
of information contained in the fee schedules.

Montana Medicaid - Fee Schedule
Outpatient Hospital

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$223.60
$223.60

$36.57
$36.57
$36.57
$36.57
$36.57
$63.89
$36.57
$36.57
$36.57
$77.78
$36.57
$36.57
$36.57
$36.57
$36.57
$36.57
$63.89
$18.52
$18.52
$18.52
$36.57
$36.57
$126.85
$371.29
$36.57
$36.57
$36.57
$115.27
$64.81
$77.78
$36.57
$77.78
$226.38
$226.38
$226.38
$226.38
$226.38
$226.38
$110.18

Fees as of July 2001



Proc
70487
70488
70490
70491
70492
70496
70498
70540
70541
70542
70543
70544
70545
70546
70547
70548
70549
70551
70552
70553
71010
71015
71020
71021
71022
71023
71030
71034
71035
71036
71040
71060
71090
71100
71101
71110
71111
71120
71130
71250
71260

Modifier

Montana Medicaid - Fee Schedule

Outpatient Hospital

Description

CONTRAST CAT SCAN FACE/JAW
CONTRAST CAT SCANS FACE/JAW
CAT SCAN OF NECK TISSUE
CONTRAST CAT OF NECK TISSUE
CONTRAST CAT OF NECK TISSUE

CT ANGIOGRAPHY HEAD W/O CONTRAST FOLLOWED BY CONTRAST
CT ANGIOGRAPHY NECK W/O CONTRAST FOLLOWED BY CONTRAST

MAGNETIC IMAGE FACE NECK
MAGNETIC IMAGE HEAD (MRA)

MRI ORBIT FACE AND NECK; WITH CONTRAST MATERIAL(S)

MRI ORBIT FACE & NECK; FOLLOWED BY CONTRAST& FURTHER SEQU
MAGNETIC RESONANCE ANGIOGRAPHY HEAD; W/O CONTRAST MATERIAL
MAGNETIC RESONANCE ANGIOGRAPHY HEAD; WITH CONTRAST MATERIAI
MAG RES ANGIOGRAPHY HEAD; W/O CONTRAST FOLLOWED BY CONTRAS
MAGNETIC RESONANCE ANGIOGRAPHY NECK; W/O CONTRAST MATERIAL
MAGNETIC RESONANCE ANGIOGRAPHY NECK;WITH CONTRAST MATERIAL
MAG RES ANGIOGRAPHY NECK;W/O CONTRAST FOLLOWED BY CONTRAST

MAGNETIC IMAGE BRAIN (MRI)
MAGNETIC IMAGE BRAIN (MRI)
MAGNETIC IMAGE BRAIN
CHEST X-RAY

X-RAY EXAM OF CHEST
CHEST X-RAY

CHEST X-RAY

CHEST X-RAY

CHEST X-RAY AND FLUOROSCOPY

CHEST X-RAY

CHEST X-RAY & FLUOROSCOPY
CHEST X-RAY

X-RAY GUIDANCE FOR BIOPSY
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
X-RAY & PACEMAKER INSERTION
X-RAY EXAM OF RIBS

X-RAY EXAM OF RIBS CHEST
X-RAY EXAM OF RIBS

X-RAY EXAM OF RIBS CHEST
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
CAT SCAN OF CHEST
CONTRAST CAT SCAN OF CHEST

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$226.38
$226.38
$226.38
$226.38
$226.38
$226.38
$226.38
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29

$36.57
$36.57
$36.57
$36.57
$36.57
$64.81
$36.57
$64.81
$36.57
$115.27
$77.78
$77.78
$115.27
$36.57
$36.57
$36.57
$63.89
$36.57
$36.57
$226.38
$226.38

Fees as of July 2001



Proc
71270
71275
71550
71551
71552
71555
72010
72020
72040
72050
72052
72069
72070
72072
72074
72080
72090
72100
72110
72114
72120
72125
72126
72127
72128
72129
72130
72131
72132
72133
72141
72142
72146
72147
72148
72149
72156
72157
72158
72170
72190

Modifier

Montana Medicaid - Fee Schedule

Description

CONTRAST CAT SCANS OF CHEST

CT ANGIOGRAPHY CHEST W/O CONTRAST FOLLOWED BY CONTRAST

MAGNETIC IMAGE CHEST

MRI CHEST; WITH CONTRAST MATERIAL(S)
MRI CHEST W/O CONTRAST MATERIAL FOLLOWED BY CONTRAST MATER

MAGNETIC IMAGING/CHEST (MRA)
X-RAY EXAM OF SPINE

X-RAY EXAM OF SPINE

X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF THORAX SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
CAT SCAN OF NECK SPINE
CONTRAST CAT SCAN OF NECK
CONTRAST CAT SCANS OF NECK
CAT SCAN OF THORAX SPINE
CONTRAST CAT SCAN OF THORAX

CONTRAST CAT SCANS OF THORAX

CAT SCAN OF LOWER SPINE
CONTRAST CAT OF LOWER SPINE
CONTRAST CAT SCANS LOW SPINE
MAGNETIC IMAGE NECK SPINE
MAGNETIC IMAGE NECK SPINE
MAGNETIC IMAGE CHEST SPINE
MAGNETIC IMAGE CHEST SPINE
MAGNETIC IMAGE LUMBAR SPINE
MAGNETIC IMAGE LUMBAR SPINE
MAGNETIC IMAGE NECK SPINE
MAGNETIC IMAGE CHEST SPINE
MAGNETIC IMAGE LUMBAR SPINE
X-RAY EXAM OF PELVIS

X-RAY EXAM OF PELVIS

Please see first page for a complete description
of information contained in the fee schedules.

Outpatient Hospital
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Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$226.38
$226.38
$371.29
$371.29
$371.29
$371.29

$63.89
$36.57
$36.57
$63.89
$63.89
$36.57
$36.57
$36.57
$36.57
$36.57
$36.57
$36.57
$63.89
$63.89
$36.57
$226.38
$226.38
$226.38
$226.38
$226.38
$226.38
$226.38
$226.38
$226.38
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$36.57
$36.57

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description

72191 CT ANGIOGRAPHY PELVIS W/O CONTRST MATERIAL FOLLOWED BY CONT

72192 CAT SCAN OF PELVIS

72193 CONTRAST CAT SCAN OF PELVIS

72194 CONTRAST CAT SCANS OF PELVIS

72195 MRI PELVIS; WITHOUT CONTRAST MATERIAL(S)

72196 MAGNETIC IMAGE PELVIS

72197 MRI PELVIS;W/O CONTRAST MATERIAL FOLLOWED BY CONTRAST MATER

72200 X-RAY EXAM SACROILIAC JOINTS

72202 X-RAY EXAM SACROILIAC JOINTS

72220 X-RAY EXAM OF TAILBONE

72240 CONTRAST X-RAY OF NECK SPINE

72255 CONTRAST X-RAY THORAX SPINE

72265 CONTRAST X-RAY LOWER SPINE

72270 CONTRAST X-RAY OF SPINE

72275 EPIDUROGRAPHY RADIOLOGICAL SUPERVISION AND INTERPRETATION

72285 DISKOGRAPHY CERVICAL OR THORACIC RADIOLOGICAL SPRVSN/INTER

72295 X-RAY OF LOWER SPINE DISK

73000 X-RAY EXAM OF COLLARBONE

73010 X-RAY EXAM OF SHOULDER BLADE

73020 X-RAY EXAM OF SHOULDER

73030 X-RAY EXAM OF SHOULDER

73040 CONTRAST X-RAY OF SHOULDER

73050 X-RAY EXAM OF SHOULDERS

73060 X-RAY EXAM OF HUMERUS

73070 X-RAY EXAM OF ELBOW

73080 X-RAY EXAM OF ELBOW

73085 CONTRAST X-RAY OF ELBOW

73090 X-RAY EXAM OF FOREARM

73092 X-RAY EXAM OF ARM INFANT

73100 X-RAY EXAM OF WRIST

73110 X-RAY EXAM OF WRIST

73115 CONTRAST X-RAY OF WRIST

73120 X-RAY EXAM OF HAND

73130 X-RAY EXAM OF HAND

73140 X-RAY EXAM OF FINGER(S)

73200 CAT SCAN OF ARM

73201 CONTRAST CAT SCAN OF ARM

73202 CONTRAST CAT SCANS OF ARM

73206 CT ANGIOGRAPHY UPPER EXT W/O CONTRAST FOLLOWED BY CONTRAST

73218 MRI UPPER EXTREMITY OTHER THAN JOINT; W/O CONTRAST MATERIAL

73219 MRI UPPER EXTREMITY OTHER THAN JOINT WITH CONTRAST MATERIAL
Please see first page for a complete description 11

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$226.38
$226.38
$226.38
$226.38
$371.29
$371.29
$371.29

$36.57
$36.57
$36.57
$223.60
$223.60
$223.60
$223.60
$223.60
$223.60
$223.60
$36.57
$36.57
$36.57
$36.57
$126.85
$36.57
$36.57
$36.57
$36.57
$126.85
$36.57
$36.57
$36.57
$36.57
$126.85
$36.57
$36.57
$36.57
$226.38
$226.38
$226.38
$226.38
$371.29
$371.29

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
73220 MAGNETIC IMAGE ARM HAND
73221 MAGNETIC IMAGE JOINT OF ARM
73222 MRI ANY JOINT OF UPPER EXTREMITY WITH CONTRAST MATERIAL(S)
73223 MRI ANY UP EXTREMITY JOINT; W/O CONTRAST FOLLOWED BY CONTRST
73500 X-RAY EXAM OF HIP
73510 X-RAY EXAM OF HIP
73520 X-RAY EXAM OF HIPS
73525 CONTRAST X-RAY OF HIP
73530 X-RAY EXAM OF HIP
73540 X-RAY EXAM OF PELVIS & HIPS
73542 RADIOLOGICAL EXAMINATION SI JNT ARTHROGRAPHY S &
73550 X-RAY EXAM OF THIGH
73560 RADIOLOGIC EXAMINATION KNEE; ONE OR TWO VIEWS
73562 RADIOLOGIC EXAMINATION KNEE; THREE VIEWS
73564 RADIOLOGIC EXAMINATION KNEE; COMPLETE FOUR OR MORE VIEWS
73565 RADIOLOGIC EXAMINATION KNEE; BOTH KNEES STANDING AP
73580 CONTRAST X-RAY OF KNEE JOINT
73590 X-RAY EXAM OF LOWER LEG
73592 X-RAY EXAM OF LEG INFANT
73600 X-RAY EXAM OF ANKLE
73610 X-RAY EXAM OF ANKLE
73615 CONTRAST X-RAY OF ANKLE
73620 X-RAY EXAM OF FOOT
73630 X-RAY EXAM OF FOOT
73650 X-RAY EXAM OF HEEL
73660 X-RAY EXAM OF TOE(S)
73700 CAT SCAN OF LEG
73701 CONTRAST CAT SCAN OF LEG
73702 CONTRAST CAT SCANS OF LEG
73706 CT ANGIOGRAPHY LWR EXTREMTY;W/O CONTRAST FOLLOWED BY CONTR
73718 MRI LOWER EXTREMITY OTHER THAN JOINT; W/O CONTRAST MATERIAL
73719 MRI LOWER EXTREMITY OTHER THAN JOINT; WITH CONTRAST MATERIAL
73720 MAGNETIC IMAGE LEG FOOT
73721 MAGNETIC IMAGE JOINT OF LEG
73722 MRI ANY LOWER EXTREMITY JOINT; WITH CONTRAST MATERIAL(S)
73723 MRI ANY LWR EXTREMITY JOINT;W/O CONTRAST FOLLOWED BY CONTRST
73725 MAGNETIC IMAGING/LOWER (MRA)
74000 X-RAY EXAM OF ABDOMEN
74010 X-RAY EXAM OF ABDOMEN
74020 X-RAY EXAM OF ABDOMEN
74022 X-RAY EXAM SERIES ABDOMEN
Please see first page for a complete description 12

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$371.29
$371.29
$371.29
$371.29

$36.57
$36.57
$36.57
$126.85
$63.89
$36.57
$126.85
$36.57
$36.57
$36.57
$36.57
$36.57
$126.85
$36.57
$63.89
$36.57
$36.57
$126.85
$36.57
$36.57
$36.57
$36.57
$226.38
$226.38
$226.38
$226.38
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$371.29
$36.57
$36.57
$36.57
$63.89

Fees as of July 2001



Proc
74150
74160
74170
74175
74181
74182
74183
74185
74190
74210
74220
74230
74235
74240
74241
74245
74246
74247
74249
74250
74251
74260
74270
74280
74283
74290
74291
74300
74301
74305
74320
74327
74328
74329
74330
74340
74350
74355
74360
74363
74400

Modifier

Montana Medicaid - Fee Schedule

Description

CAT SCAN OF ABDOMEN
CONTRAST CAT SCAN OF ABDOMEN
CONTRAST CAT SCANS ABDOMEN

CT ANGIOGRAPHY ABDOMEN W/O CONTRST FOLLOWED BY CONTRST MAT

MAGNETIC IMAGE ABDOMEN (MRI)

Outpatient Hospital

MRI ABDOMEN; WITH CONTRAST MATERIAL(S)

MRI ABDOMEN; W/O CONTRST MATERIAL FOLLOWED BY CONTRST MATERI

MAGNETIC IMAGE/ABDOMEN (MRA)
X-RAY EXAM OF PERITONEUM
CONTRAST XRAY EXAM OF THROAT
CONTRAST XRAY EXAM ESOPHAGUS
CINEMA XRAY THROAT/ESOPHAGUS

REMOVE ESOPHAGUS OBSTRUCTION

X-RAY EXAM UPPER GI TRACT
X-RAY EXAM UPPER GI TRACT
X-RAY EXAM UPPER GI TRACT
CONTRAST XRAY UPPER GI TRACT
CONTRAST XRAY UPPER GI TRACT
CONTRAST XRAY UPPER GI TRACT
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON

THERAP ENEMA FOR REDUC OF INTUSSUSCEPTION OR OTHER OBSTRUCT

CONTRAST X-RAY GALLBLADDER
CONTRAST X-RAYS GALLBLADDER

CHOLANGIOGRAPHY &/OR PANCREATOGRAPHY; INTRAOP RAD Sé&l

CHOLANGIOGRAPHY &/OR PANCREATOGRAPHY; ADD'L SET INTRAOP S&l

X-RAY BILE DUCTS PANCREAS
CONTRAST X-RAY OF BILE DUCTS
X-RAY FOR BILE STONE REMOVAL
XRAY FOR BILE DUCT ENDOSCOPY
X-RAY FOR PANCREAS ENDOSCOPY
XRAY BILE/PANCREAS ENDOSCOPY
X-RAY GUIDE FOR GI TUBE

X-RAY GUIDE STOMACH TUBE
X-RAY GUIDE INTESTINAL TUBE
X-RAY GUIDE GI DILATION

X-RAY BILE DUCT DILATION
CONTRAST X-RAY URINARY TRACT

Please see first page for a complete description
of information contained in the fee schedules.
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Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$226.38
$226.38
$226.38
$226.38
$371.29
$371.29
$371.29
$371.29

$77.78
$82.87
$82.87
$82.87
$165.27
$82.87
$82.87
$114.35
$82.87
$82.87
$114.35
$82.87
$114.35
$114.35
$82.87
$114.35
$82.87
$82.87
$82.87
$77.78
$77.78
$77.78
$177.31
$165.27
$177.31
$177.31
$177.31
$64.81
$177.31
$177.31
$165.27
$283.79
$131.94

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Description
74410 CONTRAST X-RAY URINARY TRACT
74415 CONTRAST X-RAY URINARY TRACT
74420 CONTRAST X-RAY URINARY TRACT
74425 CONTRAST X-RAY URINARY TRACT
74430 CONTRAST X-RAY OF BLADDER
74440 XRAY EXAM MALE GENITAL TRACT
74445 X-RAY EXAM OF PENIS
74450 X-RAY EXAM URETHRA/BLADDER
74455 X-RAY EXAM URETHRA/BLADDER
74470 X-RAY EXAM OF KIDNEY LESION
74475 XRAY CONTROL CATHETER INSERT
74480 XRAY CONTROL CATHETER INSERT
74485 X-RAY GUIDE GU DILATION
74710 X-RAY MEASUREMENT OF PELVIS
74740 X-RAY FEMALE GENITAL TRACT
74742 X-RAY FALLOPIAN TUBE
74775 X-RAY EXAM OF PERINEUM
75552 MAGNETIC IMAGE MYOCARDIUM
75553 MAGNETIC IMAGE MYOCARDIUM
75554 CARDIAC MRI/FUNCTION
75555 CARDIAC MRI/LIMITED STUDY
75556 CARDIAC MRI/FLOW MAPPING
75600 CONTRAST X-RAY EXAM OF AORTA
75605 CONTRAST X-RAY EXAM OF AORTA
75625 CONTRAST X-RAY EXAM OF AORTA
75630 X-RAY AORTA LEG ARTERIES
75635 CT ANGIOGRAPHY ABD AORTA & ILIOFEM LWR EXTREMITY RUNOFF
75650 ARTERY X-RAYS HEAD & NECK
75658 X-RAY EXAM OF ARM ARTERIES
75660 ARTERY X-RAYS HEAD & NECK
75662 ARTERY X-RAYS HEAD & NECK
75665 ARTERY X-RAYS HEAD & NECK
75671 ARTERY X-RAYS HEAD & NECK
75676 ARTERY X-RAYS NECK
75680 ARTERY X-RAYS NECK
75685 ARTERY X-RAYS SPINE
75705 ARTERY X-RAYS SPINE
75710 ARTERY X-RAYS ARM/LEG
75716 ARTERY X-RAYS ARMS/LEGS
75722 ARTERY X-RAYS KIDNEY
75724 ARTERY X-RAYS KIDNEYS

Please see first page for a complete description 14

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$131.94
$131.94
$131.94
$131.94
$131.94
$131.94
$131.94
$131.94
$131.94
$177.31
$283.79
$283.79
$165.27

$36.57
$177.31
$177.31
$131.94
$371.29
$371.29
$371.29
$371.29
$0.00
$693.50
$693.50
$693.50
$693.50
$226.38
$693.50
$693.50
$291.66
$291.66
$693.50
$693.50
$693.50
$693.50
$291.66
$291.66
$693.50
$693.50
$693.50
$693.50

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description

75726 ARTERY X-RAYS ABDOMEN

75731 ARTERY X-RAYS ADRENAL GLAND

75733 ARTERY X-RAYS ADRENAL GLANDS

75736 ARTERY X-RAYS PELVIS

75741 ARTERY X-RAYS LUNG

75743 ARTERY X-RAYS LUNGS

75746 ARTERY X-RAYS LUNG

75756 ARTERY X-RAYS CHEST

75774 ANGIOGRAPHY SELECTIVE EA ADD'L VESSEL STUDIED AFTER BASIC

75790 VISUALIZE A-V SHUNT

75801 LYMPH VESSEL X-RAY ARM/LEG

75803 LYMPH VESSEL X-RAY ARMS/LEGS

75805 LYMPH VESSEL X-RAY TRUNK

75807 LYMPH VESSEL X-RAY TRUNK

75809 NONVASCULAR SHUNT X-RAY

75810 VEIN X-RAY SPLEEN/LIVER

75820 VEIN X-RAY ARM/LEG

75822 VEIN X-RAY ARMS/LEGS

75825 VEIN X-RAY TRUNK

75827 VEIN X-RAY CHEST

75831 VEIN X-RAY KIDNEY

75833 VEIN X-RAY KIDNEYS

75840 VEIN X-RAY ADRENAL GLAND

75842 VEIN X-RAY ADRENAL GLANDS

75860 VEIN X-RAY NECK

75870 VEIN X-RAY SKULL

75872 VEIN X-RAY SKULL

75880 VEIN X-RAY EYE SOCKET

75885 .EIN X-RAY LIVER

75887 VEIN X-RAY LIVER

75889 VEIN X-RAY LIVER

75891 VEIN X-RAY LIVER

75893 VENOUS SAMPLING BY CATHETER

75894 XRAYS TRANSCATHETER THERAPY

75896 XRAYS TRANSCATHETER THERAPY

75898 FOLLOW-UP ANGIOGRAM

75900 ARTERIAL CATHETER EXCHANGE

75940 X-RAY PLACEMENT VEIN FILTER

75945 INTRAVASCULAR ULTRASOUND RADIOLOGICAL S&l; INITIAL VESSEL

75946 INTRAVASCULAR ULTRASOUND RADIOLOGICAL S&l; EA ADD'L VESSEL

75952 ENDOVASCULAR REPAIR INFRARENAL AA ANEURYSM RADIOLOGY SUPERY
Please see first page for a complete description 15

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$693.50
$693.50
$693.50
$693.50
$291.66
$693.50
$291.66
$291.66
$693.50
$203.70
$177.31
$177.31
$177.31
$177.31
$177.31
$291.66
$203.70
$203.70
$291.66
$291.66
$291.66
$291.66
$291.66
$291.66
$291.66
$291.66
$291.66
$291.66
$291.66
$693.50
$291.66
$291.66

$0.00
$283.79
$283.79
$177.31
$0.00
$177.31
$125.92
$125.92
$0.00

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
75953 PLACE EXTENSION PROSTHESIS FOR INFRARENAL AA ANEURYSM
75960 TRANSCATHETER INTRO STENT
75961 RETRIEVAL BROKEN CATHETER
75962 TRANSLUMINAL BALLOON ANGIOPLASTY PERIPHERAL ARTERY RAD S&l
75964 TRANSLUMINAL BALLOON ANGIOPLASTY EA ADD'L PERIPHERAL ARTERY
75966 TRANSLUMINAL BALLOON ANGIOPLASTY RENAL OR OT VISCERAL ARTER
75968 TRANSLUMINAL BALLOON ANGIOPLASTY EA ADD'L VISCERAL ARTERY
75970 VASCULAR BIOPSY
75978 REPAIR VENOUS BLOCKAGE
75980 CONTRAST XRAY EXAM BILE DUCT
75982 CONTRAST XRAY EXAM BILE DUCT
75984 XRAY CONTROL CATHETER CHANGE
75989 RADIOLOGICAL GUID. PERCUT. DRNG. OF ABSCESS OR SPEC. COLLEC
75992 TRANSLUMINAL ATHERECTOMY PERIPHERAL ARTERY RAD S&l
75993 TRANSLUMINAL ATHERECTOMY EA ADD'L PERIPHERAL ARTERY RAD S&l
75994 TRANSLUMINAL ATHERECTOMY RENAL RADIOLOGICAL Sé&l
75995 TRANSLUMINAL ATHERECTOMY VISCERAL RAD S&l
75996 TRANSLUMINAL ATHERECTOMY EA ADD'L VISCERAL ARTERY RAD S&l
76000 FLUOROSCOPE EXAMINATION
76001 FLUOROSCOPE EXAM EXTENSIVE
76003 NEEDLE LOCALIZATION BY X-RAY
76005 FLUORO GUID/LOCALIZ OF NEEDLE OR CATH SPINE INJECTION PROCED
76006 RADIOLOGICAL EXAM STRESS VIEW(S) ANY JNT PHYS APPLD STRESS
76010 X-RAY NOSE TO RECTUM
76012 RADIO SUPERVSN PERCUT VERTEBROPLASTY PER VERT BODY;FLUOROSC
76013 RADIO SUPERVSN PERCUT VERTEBROPLASTY PER VERT BODY;CT GUIDE
76020 X-RAYS FOR BONE AGE
76040 X-RAYS BONE EVALUATION
76061 X-RAYS BONE SURVEY
76062 X-RAYS BONE SURVEY
76065 X-RAYS BONE EVALUATION
76066 JOINT(S) SURVEY SINGLE FILM
76075 DEXA BONE DENSITY STUDY 1 OR MORE SITES; AXIAL SKELETON
76076 DEXA BONE DENSITY STUDY 1 OR MORE SITES; APPENDICULAR SKEL
76078 RADIOGRAPHIC ABSORPTIOMETRY ONE OR MORE SITES
76080 RADIOLOGIC EXAM ABSCESS FISTULA OR SINUS TRACT STUDY
76086 X-RAY OF MAMMARY DUCT
76088 X-RAY OF MAMMARY DUCTS
76090 MAMMOGRAM ONE BREAST
76091 MAMMOGRAM BOTH BREASTS
76092 MAMMOGRAM SCREENING
Please see first page for a complete description 16

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$0.00
$291.66
$291.66
$693.50
$291.66
$693.50
$291.66
$291.66
$291.66
$283.79
$283.79
$165.27
$115.27
$291.66
$1,333.76
$1,333.76
$291.66
$1,333.76
$64.81
$115.27
$64.81
$115.27
$63.89
$36.57
$223.60
$223.60
$63.89
$36.57
$63.89
$63.89
$63.89
$36.57
$71.76
$24.07
$63.89
$77.78
$77.78
$77.78
$32.41
$32.41
$49.33

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
76093 MAGNETIC IMAGE BREAST
76094 MAGNETIC IMAGE BOTH BREASTS
76095 STEREOTACTIC BREAST BIOPSY
76096 X-RAY OF NEEDLE WIRE BREAST
76098 X-RAY EXAM BREAST SPECIMEN
76100 X-RAY EXAM OF BODY SECTION
76101 COMPLEX BODY SECTION X-RAY
76102 COMPLEX BODY SECTION X-RAYS
76120 CINEMATIC X-RAYS
76125 CINERADIOGRAPHY TO COMPLEMENT ROUTINE EXAMINATION
76150 X-RAY EXAM DRY PROCESS
76350 SPECIAL X-RAY CONTRAST STUDY
76355 CAT SCAN FOR LOCALIZATION
76360 CAT SCAN FOR NEEDLE BIOPSY
76365 CAT SCAN FOR CYST ASPIRATION
76370 CAT SCAN FOR THERAPY GUIDE
76375 RECONSTRUCTION OF CT MRI OR OTHER TOMOGRAPHIC MODALITY
76380 CAT SCAN FOLLOW-UP STUDY
76390 MAGNETIC RESONANCE SPECTROSCOPY
76393 MR GUIDANCE FOR NEEDLE PLACEMENT RADIOLOGIC SUPERVISION
76400 MAGNETIC IMAGE BONE MARROW
76499 RADIOGRAPHIC PROCEDURE
76506 ECHO EXAM OF HEAD
76511 OPHTHALMIC U/S ECHOGRAPHY DX; A-SCAN ONLY W/AMPL QUANTIFIC
76512 OPHTHALMIC U/S ECHOGRAPHY DX; CONTACT B-SCAN
76513 OPHTHALMIC U/S ECHOGRAPHY DX; ANTERIOR IMMERSION OR BIOMI
76516 ECHO EXAM OF EYE
76519 ECHO EXAM OF EYE
76529 ECHO EXAM OF EYE
76536 ECHO EXAM OF HEAD AND NECK
76604 ECHO EXAM OF CHEST
76645 ECHO EXAM OF BREAST
76700 ECHO EXAM OF ABDOMEN
76705 ECHO EXAM OF ABDOMEN
76770 ECHO EXAM ABDOMEN BACK WALL
76775 ECHO EXAM ABDOMEN BACK WALL
76778 ECHO EXAM KIDNEY TRANSPLANT
76800 ECHO EXAM SPINAL CANAL
76805 ECHO EXAM OF PREGNANT UTERUS; COMPLETE
76810 ECHO EXAM OF PREGNANT UTERUS COMPLETE MULTIPLE GESTATION
76815 ECHOGRAPHY PREGNANT UTERUS; LIMITED
Please see first page for a complete description 17

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$371.29
$371.29
$177.31

$77.78
$36.57
$63.89
$77.78
$177.31
$63.89
$63.89
$36.57
$0.00
$226.38
$226.38
$226.38
$110.18
$110.18
$110.18
$371.29
$115.27
$371.29
$36.57
$82.87
$82.87
$82.87
$54.17
$82.87
$82.87
$54.17
$54.17
$82.87
$54.17
$82.87
$82.87
$82.87
$82.87
$82.87
$82.87
$82.87
$54.17
$54.17

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
76816 ECHO EXAM FOLLOWUP OR REPEAT PREGNANT UTERUS
76818 FETAL BIOPHYSICAL PROFILE
76819 FETAL BIOPHYSICAL PROFILE; W/O STRESS OR NON-STRESS TESTING
76825 ECHO EXAM OF FETAL HEART
76826 ECHO EXAM OF FETAL HEART
76827 ECHO EXAM OF FETAL HEART
76828 ECHO EXAM OF FETAL HEART
76830 ECHO EXAM TRANSVAGINAL
76831 HYSTEROSONOGRAPHY WITH OR WITHOUT COLOR FLOW DOPPLER
76856 ECHO EXAM OF PELVIS
76857 ECHO EXAM OF PELVIS
76870 ECHO EXAM OF SCROTUM
76872 ECHO EXAM TRANSRECTAL
76873 ECHOGRAPHY TRANSRECTAL; PROSTATE VOLUME STUDY FOR TX PLAN
76880 ECHO EXAM OF EXTREMITY
76885 ECHOGRAPHY OF INFANT HIPS REAL TIME W/IMAGING DOC.; DYNAMIC
76886 ECHOGRAPHY OF INFANT HIPS REAL TIME W/IMAGING; LIMITED STAT
76930 ECHO GUIDE FOR HEART SAC TAP
76932 ECHO GUIDE FOR HEART BIOPSY
76934 ECHO GUIDE FOR CHEST TAP
76936 ECHO GUIDE FOR ARTERY REPAIR
76938 ECHO EXAM FOR DRAINAGE
76941 ECHO GUIDE FOR TRANSFUSION
76942 ECHO GUIDE FOR BIOPSY
76945 ECHO GUIDE VILLUS SAMPLING
76946 ECHO GUIDE FOR AMNIOCENTESIS
76948 ECHO GUIDE OVA ASPIRATION
76950 ECHO GUIDANCE RADIOTHERAPY
76960 ECHO GUIDANCE RADIOTHERAPY
76965 ECHO GUIDANCE RADIOTHERAPY
76970 ULTRASOUND EXAM FOLLOW-UP
76975 Gl ENDOSCOPIC ULTRASOUND
76977 U/S BONE DENSITY MEASUREMENT AND INTERP PERIPH SITE ANY MTHD
76986 ECHO EXAM AT SURGERY
76999 ECHO EXAMINATION PROCEDURE UNLISTED
77280 SET RADIATION THERAPY FIELD; SIMPLE
77285 SET RADIATION THERAPY FIELD; INTERMEDIATE
77290 SET RADIATION THERAPY FIELD; COMPLEX
77295 THERAPEUTIC RADIOLOGY SIMULATION-AIDED FIELD SETTING; 3-DIM
77299 RADIATION THERAPY PLANNING UNLISTED PROCEDURE
77300 RADIATION THERAPY DOSE PLAN
Please see first page for a complete description 18

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$54.17
$82.87
$82.87

$203.70
$203.70
$203.70
$203.70
$82.87
$82.87
$82.87
$54.17
$82.87
$82.87
$82.87
$82.87
$82.87
$82.87
$103.24
$103.24
$103.24
$103.24
$103.24
$103.24
$103.24
$103.24
$103.24
$103.24
$103.24
$103.24
$103.24
$54.17
$82.87
$54.17
$82.87
$82.87
$68.98
$187.96
$187.96
$647.20
$0.00
$68.98

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Description
77305 RADIATION THERAPY DOSE PLAN
77310 RADIATION THERAPY DOSE PLAN
77315 RADIATION THERAPY DOSE PLAN
77321 RADIATION THERAPY PORT PLAN
77326 RADIATION THERAPY DOSE PLAN
77327 RADIATION THERAPY DOSE PLAN
77328 RADIATION THERAPY DOSE PLAN
77331 SPECIAL RADIATION DOSIMETRY
77332 RADIATION TREATMENT AID(S)
77333 RADIATION TREATMENT AID(S)
77334 RADIATION TREATMENT AID(S)
77399 UNLISTED PROC RADIATION PHYSICS DOSIM/TX DEVICE& SPEC SVCS
77401 RADIATION TREATMENT DELIVERY
77402 RADIATION TREATMENT DELIVERY
77403 RADIATION TREATMENT DELIVERY
77404 RADIATION TREATMENT DELIVERY
77406 RADIATION TREATMENT DELIVERY
77407 RADIATION TREATMENT DELIVERY
77408 RADIATION TREATMENT DELIVERY
77409 RADIATION TREATMENT DELIVERY
77411 RADIATION TREATMENT DELIVERY
77412 RADIATION TREATMENT DELIVERY
77413 RADIATION TREATMENT DELIVERY
77414 RADIATION TREATMENT DELIVERY
77416 RADIATION TREATMENT DELIVERY
77417 RADIOLOGY PORT FILM(S)
77470 SPECIAL RADIATION TREATMENT
77520 PROTON BEAM DELIVERY TO SNGL TX AREA SNGL PORT CUSTOM BLK
77522 PROTON TREATMENT DELIVERY; SIMPLE WITH COMPENSATION
77523 PROTON BEAM DELIVERY TO 1-2 TX AREAS 2 OR MORE PORTS/BLOCKS
77525 PROTON TREATMENT DELIVERY; COMPLEX
77600 HYPERTHERMIA TREATMENT
77605 HYPERTHERMIA TREATMENT
77610 HYPERTHERMIA TREATMENT
77615 HYPERTHERMIA TREATMENT
77620 HYPERTHERMIA TREATMENT
77750 INFUSE RADIOACTIVE MATERIALS
77761 RADIOELEMENT APPLICATION
77762 RADIOELEMENT APPLICATION
77763 RADIOELEMENT APPLICATION
77776 RADIOELEMENT APPLICATION
Please see first page for a complete description 19

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$68.98
$68.98

$187.96
$187.96
$187.96
$187.96
$187.96
$68.98
$131.01
$131.01
$131.01
$61.11
$91.66
$91.66
$91.66
$91.66
$91.66
$91.66
$91.66
$91.66
$102.31
$102.31
$102.31
$91.66
$102.31
$36.57
$380.08
$381.93
$381.93
$835.62
$835.62
$272.21
$272.21
$272.21
$272.21
$272.21
$102.31
$189.35
$189.35
$189.35
$189.35

Fees as of July 2001



Proc
77777
77778
77781
77782
77783
77784
77789
77790
77799
78000
78001
78003
78006
78007
78010
78011
78015
78016
78018
78020
78070
78075
78099
78102
78103
78104
78110
78111
78120
78121
78122
78130
78135
78140
78160
78162
78170
78172
78185
78190
78191

Montana Medicaid - Fee Schedule

Outpatient Hospital

Description
3ADIOELEMENT APPLICATION
RADIOELEMENT APPLICATION
HIGH INTENSITY BRACHYTHERAPY
HIGH INTENSITY BRACHYTHERAPY
HIGH INTENSITY BRACHYTHERAPY
HIGH INTENSITY BRACHYTHERAPY
RADIOELEMENT APPLICATION
RADIOELEMENT HANDLING
RADIUM/RADIOISOTOPE THERAPY
THYROID SINGLE UPTAKE
THYROID MULTIPLE UPTAKES
THYROID SUPPRESS/STIMUL
THYROID IMAGING WITH UPTAKE
THYROID IMAGE MULT UPTAKES
THYROID IMAGING
THYROID IMAGING WITH FLOW
THYROID MET IMAGING
THYROID MET IMAGING/STUDIES
THYROID MET IMAGING BODY
THYROID CARCINOMA METASTASES UPTAKE
PARATHYROID NUCLEAR IMAGING
ADRENAL NUCLEAR IMAGING
ENDOCRINE NUCLEAR PROCEDURE
BONE MARROW IMAGING LTD
BONE MARROW IMAGING MULT
BONE MARROW IMAGING BODY
PLASMA VOLUME SINGLE
PLASMA VOLUME MULTIPLE
RED CELL MASS SINGLE
RED CELL MASS MULTIPLE
BLOOD VOLUME
RED CELL SURVIVAL STUDY
RED CELL SURVIVAL KINETICS
RED CELL SEQUESTRATION
PLASMA IRON TURNOVER
480N ABSORPTION EXAM
RED CELL IRON UTILIZATION
TOTAL BODY IRON ESTIMATION
SPLEEN IMAGING
PLATELET SURVIVAL KINETICS
PLATELET SURVIVAL

Please see first page for a complete description
of information contained in the fee schedules.
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Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$189.35
$189.35
$365.27
$365.27
$365.27
$365.27

$91.66
$0.00
$365.27
$89.81
$89.81
$89.81
$145.83
$145.83
$89.81
$89.81
$145.83
$201.85
$201.85
$201.85
$201.85
$201.85
$89.81
$145.83
$201.85
$201.85
$145.83
$145.83
$145.83
$145.83
$201.85
$201.85
$201.85
$201.85
$201.85
$201.85
$201.85
$201.85
$145.83
$145.83
$145.83

Fees as of July 2001



Proc
78195
78199
78201
78202
78205
78206
78215
78216
78220
78223
78230
78231
78232
78258
78261
78262
78264
78267
78268
78270
78271
78272
78278
78282
78290
78291
78299
78300
78305
78306
78315
78320
78399
78414
78428
78445
78455
78456
78457
78458
78460

Modifier

Montana Medicaid - Fee Schedule

Outpatient Hospital

Description
LYMPH SYSTEM IMAGING
BLOOD/LYMPH NUCLEAR EXAM
LIVER IMAGING
LIVER IMAGING WITH FLOW
LIVER IMAGING (3D)
LIVER IMAGING (SPECT); WITH VASCULAR FLOW
LIVER AND SPLEEN IMAGING
LIVER & SPLEEN IMAGE FLOW
LIVER FUNCTION STUDY
HEPATOBILIARY IMAGING
SALIVARY GLAND IMAGING
SERIAL SALIVARY IMAGING
SALIVARY GLAND FUNCTION EXAM
ESOPHAGEAL MOTILITY STUDY
GASTRIC MUCOSA IMAGING
GASTROESOPHAGEAL REFLUX EXAM
GASTRIC EMPTYING STUDY
UREA BREATH TEST C-14; ACQUISITION FOR ANALYSIS
UREA BREATH TEST C-14; ANALYSIS
VIT B-12 ABSORPTION EXAM
VIT B-12 ABSORP EXAM [F
VIT B-12 ABSORP COMBINED
ACUTE GI BLOOD LOSS IMAGING
Gl PROTEIN LOSS EXAM
MECKEL'S DIVERT EXAM
LEVEEN/SHUNT PATENCY EXAM
GI NUCLEAR PROCEDURE
BONE IMAGING LIMITED AREA
BONE IMAGING MULTIPLE AREAS
BONE IMAGING WHOLE BODY
BONE IMAGING 3 PHASE
BONE IMAGING (3D)
MUSCULOSKELETAL NUCLEAR EXAM
NON-IMAGING HEART FUNCTION
CARDIAC SHUNT IMAGING
VASCULAR FLOW IMAGING
VENOUS THROMBOSIS STUDY
ACUTE VENOUS THROMBOSIS IMAGING PEPTIDE

VENOUS THROMBOSIS IMAGING VENOGRAM; UNILATERAL

VENOUS THROMBOSIS IMAGING VENOGRAM; BILATERAL

HEART MUSCLE BLOOD SINGLE

Please see first page for a complete description
of information contained in the fee schedules.
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Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
1/1/2000
1/1/2000
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
MEDICARE
MEDICARE
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$201.85
$89.81
$145.83
$145.83
$201.85
$201.85
$145.83
$145.83
$201.85
$201.85
$145.83
$145.83
$145.83
$145.83
$145.83
$145.83
$201.85
$18.10
$155.15
$89.81
$89.81
$145.83
$201.85
$89.81
$145.83
$201.85
$89.81
$145.83
$201.85
$201.85
$201.85
$201.85
$89.81
$201.85
$201.85
$145.83
$145.83
$145.83
$145.83
$145.83
$337.03

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
78461 HEART MUSCLE BLOOD MULTIPLE
78464 HEART IMAGE (3D) SINGLE
78465 HEART IMAGE (3D) MULTIPLE
78466 HEART INFARCT IMAGE
78468 HEART INFARCT IMAGE EF
78469 HEART INFARCT IMAGE (3D)
78472 CARDIAC BLOOD POOL IMAGING GATED EQUILIBRIUM; PLANAR SINGL
78473 CARDIAC BLOOD POOL IMAGING GATED EQUILIBRIUM; MULT STUDIES
78478 MYOCARDIAL PERF STUDY W/ WALL MOTION QUALIT OR QUANTIT STDY
78480 MYOCARDIAL PERFUSION STUDY WITH EJECTION FRACTION
78481 HEART FIRST PASS SINGLE
78483 HEART FIRST PASS MULTIPLE
78494 CARDIAC BLOOD POOL IMAGING GATED EQUILIBRIUM SPECT
78496 CARDIAC BLOOD POOL IMAGING GATED EQUILIBRIUM SNGL 1ST PASS
78499 CARDIOVASCULAR NUCLEAR EXAM
78580 LUNG PERFUSION IMAGING
78584 LUNG V/Q IMAGE SINGLE BREATH
78585 LUNG V/Q IMAGING
78586 AEROSOL LUNG IMAGE SINGLE
78587 AEROSOL LUNG IMAGE MULTIPLE
78588 PULMONARY PERFUSION IMAG PARTICULATE W/VENT IMAG AEROSOL
78591 VENT IMAGE 1 BREATH 1 PROJ
78593 VENT IMAGE 1 PROJ GAS
78594 VENT IMAGE MULT PROJ GAS
78596 LUNG DIFFERENTIAL FUNCTION
78599 RESPIRATORY NUCLEAR EXAM
78600 BRAIN IMAGING LTD STATIC
78601 BRAIN LTD IMAGING & FLOW
78605 BRAIN IMAGING COMPLETE
78606 BRAIN IMAGING COMP & FLOW
78607 BRAIN IMAGING (3D)
78610 BRAIN FLOW IMAGING ONLY
78615 CEREBRAL BLOOD FLOW IMAGING
78630 CEREBROSPINAL FLUID SCAN
78635 CSF VENTRICULOGRAPHY
78645 CSF SHUNT EVALUATION
78647 CEREBROSPINAL FLUID SCAN
78650 CSF LEAKAGE IMAGING
78660 NUCLEAR EXAM OF TEAR FLOW
78699 NERVOUS SYSTEM NUCLEAR EXAM
78700 KIDNEY IMAGING STATIC
Please see first page for a complete description 22

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$337.03
$337.03
$337.03
$201.85
$201.85
$201.85
$337.03
$337.03
$337.03
$337.03
$337.03
$337.03
$165.27
$165.27
$201.85
$145.83
$201.85
$201.85
$201.85
$201.85
$201.85
$145.83
$201.85
$201.85
$201.85
$145.83
$201.85
$201.85
$145.83
$201.85
$201.85
$145.83
$201.85
$201.85
$201.85
$201.85
$201.85
$201.85
$145.83
$201.85
$145.83

Fees as of July 2001



Proc
78701
78704
78707
78708
78709
78710
78715
78725
78730
78740
78760
78761
78799
78800
78801
78802
78803
78805
78806
78807
78890
78891
78999
79000
79001
79020
79030
79035
79100
79200
79300
79400
79420
79440
79900
79999
80048
80050
80051
80053
80055

Modifier

Montana Medicaid - Fee Schedule

Description

KIDNEY IMAGING WITH FLOW
IMAGING RENOGRAM

KIDNEY IMAGING; SINGLE STUDY W/OUT PHARMACOLOGICAL INTERVENT

Outpatient Hospital

KIDNEY IMAGING; SINGLE STUDY W/PHARMALOGICAL INTERVENTION
KIDNEY IMAGING; MULTIPLE STUDIES W/ AND W/OUT PHARM. INTERV

KIDNEY IMAGING TOMOGRAPHIC (SPECT)

RENAL VASCULAR FLOW EXAM

KIDNEY FUNCTION STUDY NON-IMAGING RADIOISOTOPIC STUDY

URINARY BLADDER RETENTION
URETERAL REFLUX STUDY
TESTICULAR IMAGING
TESTICULAR IMAGING & FLOW
GENITOURINARY NUCLEAR EXAM
TUMOR IMAGING LIMITED AREA
TUMOR IMAGING MULT AREAS
TUMOR IMAGING WHOLE BODY
TUMOR IMAGING (3D)

ABSCESS IMAGING LTD AREA
ABSCESS IMAGING WHOLE BODY
NUCLEAR LOCALIZATION/ABSCESS
NUCLEAR MEDICINE DATA PROC
NUCLEAR MED DATA PROC
NUCLEAR DIAGNOSTIC EXAM
INTIAL HYPERTHYROID THERAPY
REPEAT HYPERTHYROID THERAPY
THYROID ABLATION

THYROID ABLATION CARCINOMA
THYROID METASTATIC THERAPY
HEMATOPOETIC NUCLEAR THERAPY
INTRACAVITARY NUC TREATMENT
INTERSTITIAL NUCLEAR THERAPY
NONHEMATO NUCLEAR THERAPY
INTRAVASCULAR NUC THERAPY
NUCLEAR JOINT THERAPY
PROVIDE THER RADIOPHARM(S)
NUCLEAR MEDICINE THERAPY
BASIC METABOLIC PANEL
GENERAL HEALTH PANEL
ELECTROLYTE PANEL
COMPREHENSIVE METABOLIC PANEL
OBSTETRIC PANEL

Please see first page for a complete description
of information contained in the fee schedules.
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Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
1/1/2000
1/1/1999
1/1/1998
1/1/2000
1/1/1999

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT

Fee
$145.83
$201.85
$201.85
$201.85
$201.85
$201.85
$145.83
$145.83
$145.83
$145.83
$145.83
$145.83
$201.85
$201.85
$201.85
$201.85
$201.85
$201.85
$201.85
$201.85

$0.00
$0.00
$145.83
$237.49
$237.49
$237.49
$237.49
$237.49
$237.49
$918.95
$237.49
$918.95
$918.95
$237.49
$0.00
$237.49
$19.50
$93.58
$16.15
$24.35
$0.00

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
80061 LIPID PANEL
80061 QW LIPID PANEL
80069 RENAL FUNCTION PANEL
80072 ARTHRITIS PANEL
80074 ACUTE HEPATITIS PANEL
80076 HEPATIC FUNCTION PANEL
80090 TORCH ANTIBODY PANEL
80100 DRUG SCREEN; MULTIPLE DRUG CLASSES EACH PROCEDURE
80101 DRUG SCREEN; SINGLE DRUG CLASS EACH DRUG CLASS
80101 QW DYNAGEN NICCHECK | TEST STRIPS
80102 DRUG CONFIRMATION EACH PROCEDURE
80150 AMIKACIN
80152 AMITRIPTYLINE
80154 BENZODIAZEPINES
80156 CARBAMAZEPINE
80157 CARBAMAZEPINE; FREE
80158 CYCLOSPORINE
80160 DESIPRAMINE
80162 DIGOXIN
80164 DIPROPYLACETIC ACID (VALPROIC ACID)
80166 DOXEPIN
80168 ETHOSUXIMIDE
80170 GENTAMICIN
80172 GOLD
80173 HALOPERIDOL
80174 IMIPRAMINE
80176 LIDOCAINE
80178 LITHIUM
80182 NORTRIPTYLINE
80184 PHENOBARBITAL
80185 PHENYTOIN; TOTAL
80186 PHENYTOIN; FREE
80188 PRIMIDONE
80190 PROCAINAMIDE;
80192 PROCAINAMIDE;W/METABOLITES (EG N-ACETYL PROCAINAMIDE)
80194 QUINIDINE
80196 SALICYLATE
80197 TACROLIMUS
80198 THEOPHYLLINE
80200 TOBRAMYCIN
80201 ASSAY FOR TOPIRAMATE
Please see first page for a complete description 24

of information contained in the fee schedules.

Effective
1/1/1998
7/1/1998
1/1/2000
1/1/1998
1/1/2000
1/1/2000
1/1/1998
1/1/1998
1/1/1998
1/1/2000
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$30.85
$30.85
$20.00
$59.45

$108.20
$18.82
$104.07
$33.50
$31.72
$31.72
$30.52
$34.72
$41.23
$42.60
$33.53
$22.90
$41.58
$39.65
$30.58
$31.20
$35.70
$26.35
$37.75
$37.53
$33.53
$39.65
$33.83
$15.22
$31.20
$26.38
$30.53
$31.72
$36.47
$38.58
$38.58
$33.62
$16.35
$31.62
$32.60
$37.12
$27.47

Fees as of July 2001



Proc Modifier Description Effective
80202 VANCOMYCIN 1/1/1998
80299 QUANTITATION OF DRUG NOT ELSEWHERE SPECIFIED 1/1/1998
80400 ACTH STIMULATION PANEL; FOR ADRENAL INSUFFICIENCY 1/1/1998
80402 ACTH STIMULATION PANEL; FOR 21 HYDROXYLASE DEFICIENCY 1/1/1998
80406 ACTH STIMULATION PANEL;FOR 3 BETA-HYDROXYDEHYDROGENASE DEFIC  1/1/1998
80408 ALDOSTERONE SUPPRESSION EVALUATION PANEL (EG SALINE INFUSIO 1/1/1998
80410 CALCIUM-PENTAGASTRIN STIMULATION PANEL 1/1/1998
80412 CORTICOTROPIC RELEASING HORMONE (CRH) STIMULATION PANEL 1/1/1998
80414 CHORIONIC GONADOTROPHIN STIMULATION PANEL;TESTOSTERONE RESF  1/1/1998
80415 CHORIONIC GONADOTROPHIN STIMULATION PANEL;ESTRADIOL RESPONSI  1/1/1998
80416 RENAL VEIN RENIN STIMULATION PANEL (EG CAPTOPRIL) 1/1/1998
80417 PERIPHERAL VEIN RENIN STIMULATION PANEL (EG CAPTOPRIL) 1/1/1998
80418 COMBINED RAPID ANTERIOR PITUITARY EVALUATION PANEL 1/1/1998
80420 DEXAMETHASONE SUPPRESSION PANEL 48 HOUR 1/1/1998
80422 GLUCAGON TOLERANCE PANEL; FOR INSULINOMA 1/1/1998
80424 GLUCAGON TOLERANCE PANEL; FOR PHEOCHROMOCYTOMA 1/1/1998
80426 GONADOTROPIN RELEASING HORMONE STIMULATION PANEL 1/1/1998
80428 GROWTH HORMONE STIMULATION PANEL (EG ARGININE INFUSION L-D 1/1/1998
80430 GROWTH HORMONE SUPPRESSION PANEL (GLUCOSE ADMINISTRATION) 1/1/1998
80432 INSULIN-INDUCED C-PEPTIDE SUPPRESSION PANEL 1/1/1998
80434 INSULIN TOLERANCE PANEL; FOR ACTH INSUFFICIENCY 1/1/1998
80435 INSULIN TOLERANCE PANEL; FOR GROWTH HORMONE DEFICIENCY 1/1/1998
80436 METYRAPONE PANEL 1/1/1998
80438 THYROTROPIN RELEASING HORMONE (TRH) STIMULATION PANEL;1 HOUR  1/1/1998
80439 THYROTROPIN RELEASING HORMONE (TRH) STIMULATION PANEL;2 HOUR  1/1/1998
80440 THYROTROPIN RELEASING HORMONE (TRH) STIMULATION PANEL;FOR HY  1/1/1998
80500 CLINICAL PATHOLOGY CONSULTATION;LIMITED W/O REVIEW OF PT HI 7/1/1995
80502 CLINICAL PATHOLOGY CONSULTATION;COMPREHENSIVE FOR A COMPLEX 10/1/1986
81000 URINALYSIS BY DIP STICK OR TABLET REAGENT FOR BILIRUBIN GL 1/1/1998
81001 URINALYSIS BY DIP STICK OR TABLE REAGENT;AUTOMATED W/MICROS 1/1/1998
81002 URINALYSIS BY DIP STICK OR TABLET REAGENT FOR BILIRUBIN GL 1/1/1998
81003 URINALYSIS BY DIP STICK OR TABLET REAGENT FOR BILIRUBIN GL 1/1/1998
81003 QW URINALYSIS BY DIP STICK OR TABLET REAGENT FOR BILIRUBIN GL 7/1/1998
81005 URINALYSIS;QUALITATIVE OR SEMIQUANTITIVE EXCEPT IMMUNOASSAY 1/1/1998
81007 URINALYSIS;BACTERIURIA SCREEN BY NON-CULTURE TECHNIQUE 1/1/1998
81007 QW URINALYSIS;BACTERIURIA SCREEN BY NON-CULTURE TECHNIQUE 1/1/1999
81015 URINALYSIS; MICROSCOPIC ONLY 1/1/1998
81020 URINALYSIS TWO OR THREE GLASS TEST 1/1/1998
81025 URINE PREGNANCY TEST BY VISUAL COLOR COMPARISON METHODS 1/1/1998
81050 VOLUME MEASUREMENT FOR TIMED COLLECTION EACH 1/1/1998
81099 UNLISTED URINALYSIS PROCEDURE 1/1/1999

Please see first page for a complete description
of information contained in the fee schedules.
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Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
BY REPORT
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT

Fee
$31.20
$31.53
$75.10

$200.23
$146.00
$289.07
$185.05
$759.10
$118.93
$128.73
$304.00
$101.33
$1,334.87
$165.90
$106.15
$116.33
$341.93
$153.60
$180.70
$259.10
$232.92
$237.17
$209.97
$116.05
$154.73
$133.90
$0.00
$0.00
$7.28
$7.28
$5.90
$5.17
$5.17
$5.00
$5.92
$5.92
$7.00
$8.48
$9.13
$6.90
$0.00

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
82000 ACETALDEHYDE BLOOD
82003 ACETAMINOPHEN
82009 ACETONE OR OTHER KETONE BODIES SERUM; QUALITATIVE
82010 ACETONE OR OTHER KETONE BODIES SERUM; QUANTITATIVE
82010 QW ACETONE OR OTHER KETONE BODIES SERUM; QUANTITATIVE
82013 ACETYLCHOLINESTERASE
82016 ACYLCARNITINES; QUALITATIVE EACH SPECIMEN
82017 ACYLCARNITINES; QUANTITATIVE EACH SPEC (82379 FOR CARNITINE)
82024 ADRENOCORTICOTROPIC HORMONE (ACTH)
82030 ADENOSINE 5'-MONOPHOSPHATE CYCLIC (CYCLIC AMP)
82040 ALBUMIN; SERUM
82042 ALBUMIN; URINE QUANTITATIVE
82043 ALBUMIN; URINE MICROALBUMIN QUANTITATIVE
82044 ALBUMIN;URINE MICROALBUMIN SEMIQUANTITATIVE(EG REAGENT STR
82044 QW ALBUMIN; URINE MICROALBUMIN SEMIQUANTITATIVE
82055 ALCOHOL (ETHANOL); ANY SPECIMEN EXCEPT BREATH
82055 QW ALCOHOL (ETHANOL); ANY SPECIMEN EXCEPT BREATH
82075 ALCOHOL (ETHANOL); BREATH
82085 ALDOLASE
82088 ALDOSTERONE
82101 ALKALOIDS URINE QUANTITATIVE
82103 ALPHA-1-ANTITRYPSIN; TOTAL
82104 ALPHA-1-ANTITRYPSIN; PHENOTYPE
82105 ALPHA-FETOPROTEIN; SERUM
82106 ALPHA-FETOPROTEIN; AMNIOTIC FLUID
82108 ALUMINUM
82120 AMINES VAGINAL FLUID QUALITATIVE
82120 QW AMINES VAGINAL FLUID QUALITATIVE
82127 AMINO ACIDS; SINGLE QUALITATIVE EACH SPECIMEN
82128 AMINO ACIDS; MULTIPLE QUALITATIVE EACH SPECIMEN
82130 AMINO ACIDS URINE OR PLASMA CHROMATOGRAPHIC FRACTIONATION
82131 AMINO ACIDS; SINGLE QUANTITATIVE EACH SPECIMEN
82135 AMINOLEVULINIC ACID DELTA (ALA)
82136 AMINO ACIDS 2 TO 5 AMINO ACIDS QUANTITATIVE EACH SPECIMEN
82139 AMINO ACIDS 6 OR MORE AMINO ACIDS QUANTITATIVE EACH SPECI
82140 AMMONIA
82143 AMNIOTIC FLUID SCAN (SPECTROPHOTOMETRIC)
82145 AMPHETAMINE OR METHAMPHETAMINE
82150 AMYLASE
82154 ANDROSTANEDIOL GLUCURONIDE
82157 ANDROSTENEDIONE
Please see first page for a complete description 26

of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
5/15/2000
1/1/1998
1/1/1999
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
7/1/1998
1/1/1998
1/1/2000
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2000
1/1/2000
1/1/1999
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$28.53
$46.60
$10.42
$18.82
$18.82
$25.73
$31.93
$38.85
$88.97
$59.42

$9.63

$6.83
$13.33
$10.55
$10.55
$24.88
$24.88
$27.77
$22.37
$93.87
$69.13
$30.93
$33.30
$38.63
$38.63
$58.70

$8.65

$8.65
$31.93
$31.93
$62.55
$38.85
$37.92
$38.85
$38.85
$30.25
$15.83
$35.80
$14.93
$66.42
$67.43

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
82160 ANDROSTERONE
82163 ANGIOTENSIN Il
82164 ANGIOTENSIN | - CONVERTING ENZYME (ACE)
82172 APOLIPOPROTEIN EACH
82175 ARSENIC
82180 ASCORBIC ACID (VITAMIN C) BLOOD
82190 ATOMIC ABSORPTION SPECTROSCOPY EACH ANALYTE
82205 BARBITURATES NOT ELSEWHERE SPECIFIED
82232 BETA-2 MICROGLOBULIN
82239 BILE ACIDS; TOTAL
82240 BILE ACIDS; CHOLYLGLYCINE
82247 BILIRUBIN; TOTAL
82248 BILIRUBIN; DIRECT
82250 BILIRUBIN; TOTAL OR DIRECT
82252 BILIRUBIN; FECES QUALITATIVE
82261 BIOTINIDASE EACH SPECIMEN
82270 BLOOD OCCULT; FECES 1-3 SIMULTANEOUS DETERMINATIONS
82273 BLOOD OCCULT; OTHER SOURCES QUALITATIVE
82273 QW BLOOD OCCULT; OTHER SOURCES QUALITATIVE
82286 BRADYKININ
82300 CADMIUM
82306 CALCIFEDIOL (25-OH VITAMIN D-3)
82307 CALCIFEROL (VITAMIN D)
82308 CALCITONIN
82310 CALCIUM; TOTAL
82330 CALCIUM; IONIZED
82331 CALCIUM; AFTER CALCIUM INFUSION TEST
82340 CALCIUM; URINE QUANTITATIVE TIMED SPECIMEN
82355 CALCULUS (STONE); QUALITATIVE ANALYSIS
82360 CALCULUS (STONE); QUANTITATIVE ANALYSIS CHEMICAL
82365 CALCULUS (STONE); INFRARED SPECTROSCOPY
82370 CALCULUS (STONE); X-RAY DIFFRACTION
82373 CARBOHYDRATE DEFICIENT TRANSFERRIN
82374 CARBON DIOXIDE (BICARBONATE)
82375 CARBON MONOXIDE (CARBOXYHEMOGLOBIN); QUANTITATIVE
82376 CARBON MONOXIDE (CARBOXYHEMOGLOBIN); QUALITATIVE
82378 CARCINOEMBRYONIC ANTIGEN (CEA)
82379 CARNITINE (TOTAL AND FREE) QUANTITATIVE EACH SPECIMEN
82380 CAROTENE
82382 CATECHOLAMINES; TOTAL URINE
82383 CATECHOLAMINES; BLOOD
Please see first page for a complete description 27

of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1999
1/1/1999
1/1/1998
1/1/1999
1/1/2001
1/1/1998
7/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$57.62
$47.28
$33.62
$35.68
$43.70
$22.77
$34.33
$26.38
$37.27
$39.45
$61.22
$11.57
$11.57
$11.57
$10.47
$38.85

$7.48

$7.48

$7.48
$15.87
$53.30
$68.18
$74.22
$61.68
$11.87
$31.47
$11.92
$13.90
$26.65
$29.67
$29.70
$28.87
$16.58
$11.27
$20.15
$13.80
$43.70
$38.85
$21.25
$39.60
$57.72

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
82384 CATECHOLAMINES; FRACTIONATED
82387 CATHEPSIN-D
82390 CERULOPLASMIN
82397 CHEMILUMINESCENT ASSAY
82415 CHLORAMPHENICOL
82435 CHLORIDE; BLOOD
82436 CHLORIDE; URINE
82438 CHLORIDE; OTHER SOURCE
82441 CHLORINATED HYDROCARBONS SCREEN
82465 CHOLESTEROL SERUM TOTAL
82465 QW CHOLESTEROL SERUM TOTAL
82480 CHOLINESTERASE; SERUM
82482 CHOLINESTERASE; RBC
82485 CHONDROITIN B SULFATE QUANTITATIVE
82486 CHROMATOGRAPHY QUALITATIVE; COLUMN ANALYTE NES
82487 CHROMATOGRAPHY QUALITATIVE;PAPER 1-DIMENSIONAL ANALYTE NES
82488 CHROMATOGRAPHY QUALITATIVE;PAPER 2-DIMENSIONAL ANALYTE NES
82489 CHROMATOGRAPHY QUALITATIVE; THIN LAYER. ANALYTE NES
82491 CHROMATOGRAPHY QUANTITATIVE COLUMN; SINGLE ANALYTE NES
82492 CHROMATOGRAPHY QUANTITATIVE COLUMN; MULT ANALYTES SNGL ST
82495 CHROMIUM
82507 CITRATE
82520 COCAINE OR METABOLITE
82523 COLLAGEN CROSS LINK ANY METHOD
82525 COPPER
82528 CORTICOSTERONE
82530 CORTISOL; FREE
82533 CORTISOL; TOTAL
82540 CREATINE
82541 COLUMN CHROMATOGRAPHY/MASS SPECT ANALYTE NEC; QUALITATIVE
82542 COLUMN CHROMATOGRAPHY/MASS SPECT ANALYTE NEC; QUANTITATIVE
82543 COLUMN CHROMATOGRAPHY/MASS SPECT ANALYTE NEC; ISOTOPE/SNGL
82544 COLUMN CHROMATOGRAPHY/MASS SPECT ANALYTE NEC; ISOTOPE/MULT
82550 CREATINE KINASE (CK) (CPK); TOTAL
82552 CREATINE KINASE (CK) (CPK); ISOENZYMES
82553 CREATINE KINASE (CK) (CPK); MB FRACTION ONLY
82554 CREATINE KINASE (CK) (CPK); ISOFORMS
82565 CREATININE; BLOOD
82570 CREATININE; OTHER SOURCE
82575 CREATININE; CLEARANCE
82585 CRYOFIBRINOGEN
Please see first page for a complete description 28

of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$58.17
$9.05
$24.73
$30.18
$29.18
$10.58
$11.58
$11.27
$13.83
$10.03
$10.03
$18.15
$17.70
$47.57
$41.60
$36.77
$49.22
$42.60
$41.60
$41.60
$46.72
$64.05
$34.90
$35.27
$28.58
$51.85
$38.50
$37.55
$10.67
$41.60
$41.60
$41.60
$41.60
$15.02
$30.85
$26.58
$21.12
$11.78
$11.92
$21.77
$19.75

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
82595 CRYOGLOBULIN
82600 CYANIDE
82607 CYANOCOBALAMIN (VITAMIN B-12);
82608 CYANOCOBALAMIN (VITAMIN B-12); UNSATURATED BINDING CAPACITY
82615 CYSTINE AND HOMOCYSTINE URINE QUALITATIVE
82626 DEHYDROEPIANDROSTERONE (DHEA)
82627 DEHYDROEPIANDROSTERONE-SULFATE (DHEA-S)
82633 DESOXYCORTICOSTERONE 11-
82634 DEOXYCORTISOL 11-
82638 DIBUCAINE NUMBER
82646 DIHYDROCODEINONE
82649 DIHYDROMORPHINONE
82651 DIHYDROTESTOSTERONE (DHT)
82652 DIHYDROXYVITAMIN D 1 25-
82654 DIMETHADIONE
82657 ENZYME ACTIVITY BLOOD OR CULTURED CELLS OR TISSUE; NON-RA
82658 ENZYME ACTIVITY BLOOD OR CULTURED CELLS OR TISSUE; R.A.
82664 ELECTROPHORETIC TECHNIQUE NOT ELSEWHERE SPECIFIED
82666 EPIANDROSTERONE
82668 ERYTHROPOIETIN
82670 ESTRADIOL
82671 ESTROGENS; FRACTIONATED
82672 ESTROGENS; TOTAL
82677 ESTRIOL
82679 ESTRONE
82690 ETHCHLORVYNOL
82693 ETHYLENE GLYCOL
82696 ETIOCHOLANOLONE
82705 FAT OR LIPIDS FECES; QUALITATIVE
82710 FAT OR LIPIDS FECES; QUANITITATIVE
82715 FAT DIFFERENTIAL FECES QUANTITATIVE
82725 FATTY ACIDS NONESTERIFIED
82726 VERY LONG CHAIN FATTY ACIDS
82728 FERRITIN
82731 FETAL FIBRONECTIN CERVICOVAGINAL SECRETIONS SEMI-QUANTIT.
82735 FLUORIDE
82742 FLURAZEPAM
82746 FOLIC ACID; SERUM
82747 FOLIC ACID; RBC
82757 FRUCTOSE SEMEN
82759 GALACTOKINASE RBC
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$14.92
$44.68
$34.72
$33.00
$18.82
$58.22
$51.20
$71.35
$67.43
$28.20
$47.57
$59.20
$59.47
$88.65
$31.90
$41.60
$41.60
$79.13
$49.48
$43.28
$64.37
$74.40
$49.95
$55.72
$57.50
$39.82
$34.32
$54.33
$11.73
$38.68
$39.65
$30.67
$41.60
$31.38

$148.35
$42.72
$45.60
$33.87
$39.88
$39.95
$49.48

Fees as of July 2001



Proc Modifier Description
82760 GALACTOSE
82775 GALACTOSE-1-PHOSPHATE URIDYL TRANSFERASE; QUANTITATIVE
82776 GALACTOSE-1-PHOSPHATE URIDYL TRANSFERASE; SCREEN
82784 GAMMAGLOBULIN; IGA IGD IGG IGM EACH
82785 GAMMAGLOBULIN; IGE
82787 GAMMAGLOBULIN; IMMUNOGLOBULIN SUBCLASSES (IGG1 2 3 &4)
82800 GASES BLOOD PH ONLY
82803 GASES BLOOD ANY COMBINATION OF PH PCO2 PO2 CO2 HCO2 (I
82805 GASES BLOOD ANY COMBINATION OF PH PCO2 PO2 CO2 HCO2 (I
82810 GASES BLOOD 02 SATURATION ONLY BY DIRECT MEASUREMENT EXC
82820 HEMOGLOBIN-OXYGEN AFFINITY (PO2 FOR 50% HEMOGLOBIN SATURATIO
82926 GASTRIC ACID FREE AND TOTAL EACH SPECIMEN
82928 GASTRIC ACID FREE OR TOTAL EACH SPECIMEN
82938 GASTRIN AFTER SECRETIN STIMULATION
82941 GASTRIN
82943 GLUCAGON
82945 GLUCOSE BODY FLUID OTHER THAN BLOOD
82947 GLUCOSE; QUANTITATIVE
82947 QW GLUCOSE; QUANTITATIVE
82948 GLUCOSE; BLOOD REAGENT STRIP
82950 GLUCOSE; POST GLUCOSE DOSE (INCLUDES GLUCOSE)
82950 QW GLUCOSE; POST GLUCOSE DOSE (INCLUDES GLUCOSE)
82951 GLUCOSE; TOLERANCE TEST (GTT) 3 SPECIMENS (INCLUDES GLUCOSE)
82951 QW GLUCOSE; TOLERANCE (GTT) 3 SPECIMENS (INCLUDES GLUCOSE)
82952 GLUCOSE;TOLERANCE TEST EACH ADDITONAL BEYOND 3 SPECIMENS
82952 QW GLUCOSE; TOLERANCE TEST EACH ADDITIONAL BEYOND 3 SPECIMENS
82953 GLUCOSE; TOLBUTAMIDE TOLERANCE TEST
82955 GLUCOSE-6-PHOSPHATE DEHYDROGENASE (G6PD); QUANTITATIVE
82960 GLUCOSE-6-PHOSPHATE DEHYDROGENASE (G6PD); SCREEN
82962 GLUCOSE BLOOD BY GLUCOSE MONITORING DEVICE(S) CLEARED BY TH
82963 GLUCOSIDASE BETA
82965 GLUTAMATE DEHYDROGENASE
82975 GLUTAMINE (GLUTAMIC ACID AMIDE)
82977 GLUTAMYLTRANSFERASE GAMMA (GGT)
82978 GLUTATHIONE
82979 GLUTATHIONE REDUCTASE RBC
82980 GLUTETHIMIDE
82985 GLYCATED PROTEIN
82985 QW GLYCATED PROTEIN
83001 GONADOTROPIN; FOLLICLE STIMULATING HORMONE (FSH)
83002 GONADOTROPIN; LUTEINIZING HORMONE (LH)
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
7/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1999
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1998
6/5/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
7/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$25.78
$48.52
$19.32
$20.97
$37.93
$18.48
$19.52
$44.57
$65.35
$20.10
$23.03
$12.55
$15.08
$40.77
$40.63
$32.92

$9.03

$9.03

$9.03

$7.28
$10.93
$10.93
$29.67
$29.67

$9.03

$9.03
$34.88
$22.33
$13.97
$15.00
$49.48
$17.80
$36.47
$16.58
$32.83
$15.87
$42.20
$26.80
$26.80
$42.82
$42.67

Fees as of July 2001



Proc Modifier Description

83003 GROWTH HORMONE HUMAN (HGH) (SOMATOTROPIN)

83008 GUANOSINE MONOPHOSPHATE (GMP) CYCLIC

83010 HAPTOGLOBIN; QUANTITATIVE

83012 HAPTOGLOBIN; PHENOTYPES

83013 HELICOBACTER PYLORI BREATH TEST ANALYSIS(MASS SPECTROMETRY)

83014 HELICOBACTER PYLORI BREATH TEST ANAL.; DRUG ADMIN/SAMPLE COL

83015 HEAVY METAL (ARSENIC BARIUM BERYLLIUM BISMUTH ANTIMONY

83018 HEAVY METAL (ARSENIC BARIUM BERYLLIUM BISMUTH ANTIMONY

83019 HELICOBACTER PYLORI BREATH TEST (INCL DRUG&BREATH SMPL KIT)

83020 HEMOGLOBIN FRACTIONATION AND QUANTITATION; ELECTROPHORESIS

83021 HEMOGLOBIN FRACTIONATION/QUANTITATION; CHROMOTOGRAPHY

83026 HEMOGLOBIN; BY COPPER SULFATE METHOD NONAUTOMATED

83030 HEMOGLOBIN; F (FETAL) CHEMICAL

83033 HEMOGLOBIN; F (FETAL) QUALITATIVE (APT) TEST FECAL

83036 HEMOGLOBIN; GLYCATED

83036 QW HEMOGLOBIN; GLYCATED

83045 HEMOGLOBIN; METHEMOGLOBIN QUALITATIVE

83050 HEMOGLOBIN; METHEMOGLOBIN QUANTITATIVE

83051 HEMOGLOBIN; PLASMA

83055 HEMOGLOBIN; SULFHEMOGLOBIN QUALITATIVE

83060 HEMOGLOBIN; SULFHEMOGLOBIN QUANTITATIVE

83065 HEMOGLOBIN; THERMOLABILE

83068 HEMOGLOBIN; UNSTABLE SCREEN

83069 HEMOGLOBIN; URINE

83070 HEMOSIDERIN; QUALITATIVE

83071 HEMOSIDERIN; QUANTITATIVE

83080 B-HEXOSAMINIDASE EACH ASSAY

83088 HISTAMINE

83090 HOMOCYSTINE

83150 HOMOVANILLIC ACID (HVA)

83491 HYDROXYCORTICOSTEROIDS 17- (17-OHCS)

83497 HYDROXYINDOLACETIC ACID 5-(HIAA)

83498 HYDROXYPROGESTERONE 17-D

83499 HYDROXYPROGESTERONE 20-

83500 HYDROXYPROLINE FREE

83505 HYDROXYPROLINE; TOTAL

83516 IMMUNOASSAY FOR ANALYTE QUALIT OR SEMIQUANTIT; MULT STEP

83518 IMMUNOASSAY FOR ANALYTE QUALIT OR SEMIQUANTIT; SINGLE STEP

83518 QW IMMUNOASSAY FOR ANALYTE QUALIT OR SEMIQUANTIT; SINGLE STEP

83519 IMMUNOASSAY ANALYTE; QUANTITATIVE; BY RADIOPHARM TECHNIQUE

83520 IMMUNOASSAY ANALYTE QUANTITATIVE; NOT OTHERWISE SPECIFIED
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2000
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
7/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$38.40
$38.67
$28.97
$39.60

$155.15
$18.10
$43.38
$50.58
$148.00
$29.67
$41.60
$5.43
$19.05
$13.73
$22.37
$22.37
$11.42
$16.87
$16.83
$11.33
$19.05
$15.87
$19.52
$9.08
$10.93
$15.83
$38.85
$68.02
$38.85
$44.57
$40.35
$29.70
$62.57
$58.05
$52.17
$55.98
$26.58
$19.53
$19.53
$31.12
$29.82

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
83525 INSULIN; TOTAL
83527 INSULIN; FREE
83528 INTRINSIC FACTOR
83540 IRON
83550 IRON BINDING CAPACITY
83570 ISOCITRIC DEHYDROGENASE (IDH)
83582 KETOGENIC STEROIDS FRACTIONATION
83586 KETOSTEROIDS 17- (17-KS); TOTAL
83593 KETOSTEROIDS 17- (17-KS); FRACTIONATION
83605 LACTATE (LACTIC ACID)
83615 LACTATE DEHYDROGENASE (LD) (LDH);
83625 LACTATE DEHYDROGENASE (LD) (LDH);ISOENZYMES SEPARATION & Q
83632 LACTOGEN HUMAN PLACENTAL (HPL) HUMAN CHORIONIC SOMATOMAMMC
83633 LACTOSE URINE; QUALITATIVE
83634 LACTOSE URINE; QUANTITATIVE
83655 LEAD
83661 LECITHIN-SPHINGOMYELIN RATIO (L/S RATIO); QUANTITATIVE
83662 LECITHIN-SPHINGOMYELIN RATIO (L/S RATIO);FROM STABILITY TEST
83663 FETAL LUNG MATURITY ASSESSMENT; FLUORESCENCE POLARIZATION
83664 FETAL LUNG MATURITY ASSESSMENT; LAMELLAR BODY DENSITY
83670 LEUCINE AMINOPEPTIDASE (LAP)
83690 LIPASE
83715 LIPOPROTEIN BLOOD;ELECTROPHORETIC SEPARATION & QUANTITATION
83716 LIPOPROTEIN BLOOD; HIGH RESOLUTION FRACTIONATION/QUANTITATI
83717 LIPOPROTEIN BLOOD; ULTRACENTRIFUGATION & QUANTITATION
83718 LIPOPROTEIN DIRECT MEASUREMENT;HIGH DENSITY CHOLESTEROL(HDL
83718 QW LIPOPROTEIN DIRECT MEASUREMENT; HIGH DENSITY CHOLESTEROL
83719 LIPOPROTEIN DIRECT MEASUREMENT; VLDL CHOLESTEROL
83721 LIPOPROTEIN DIRECT MEASUREMENT; LDL CHOLESTEROL
83727 LUTEINIZING RELEASING FACTOR (LRH)
83735 MAGNESIUM
83775 MALATE DEHYDROGENASE
83785 MANGANESE
83788 MASS SPECTROMETRY AND TANDEM MASS SPECTROMETRY; QUALITATIVE
83789 MASS SPECTROMETRY AND TANDEM MASS SPECTROMETRY; QUANTITATNI
83805 MEPROBAMATE
83825 MERCURY QUANTITATIVE
83835 METANEPHRINES
83840 METHADONE
83857 METHEMALBUMIN
83858 METHSUXIMIDE
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1999
1/1/1998
7/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$26.35
$29.83
$36.63

$9.98
$12.50
$20.37
$32.65
$29.48
$60.58
$24.60
$13.92
$29.48
$46.55
$12.68
$26.53
$27.87
$50.63
$15.58

$7.80

$3.90
$21.10
$15.43
$25.93
$57.17
$57.17
$18.85
$18.85
$26.80
$21.97
$39.60
$15.43
$16.98
$56.63
$41.60
$41.60
$40.60
$37.45
$39.02
$37.60
$24.73
$34.13

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
83864 MUCOPOLYSACCHARIDES ACID; QUANTITATIVE
83866 MUCOPOLYSACCHARIDES ACID; SCREEN
83872 MUCIN SYNOVIAL FLUID (ROPES TEST)
83873 MYELIN BASIC PROTEIN CSF
83874 MYOGLOBIN
83883 NEPHELOMETRY EACH ANALYTE NOT ELSEWHERE SPECIFIED
83885 NICKEL
83887 NICOTINE
83890 MOLECULAR DIAGNOSTICS; MOLECULAR ISOLATION OR EXTRACTION
83891 MOLECULAR DIAGNOSTICS; ISOLATION/EXTRACTION NUCLEIC ACID
83892 MOLECULAR DIAGNOSTICS; ENZYMATIC DIGESTION
83893 MOLECULAR DIAGNOSTICS; DOT/SLOT BLOT PRODUCTION
83894 MOLECULAR DIAGNOSTICS; SEPARATION BY GEL ELECTROPHORESIS
83896 MOLECULAR DIAGNOSTICS; NUCLEIC ACID PROBE EACH
83897 MOLECULAR DIAGNOSTICS; NUCLEIC ACID TRANSFER
83898 MOLECULAR DIAGNOSTICS; AMPLIF PT NUCLEIC ACID EA PRIMER PAIR
83901 MOLECULAR DIAGNOSTICS; NUCLEIC ACID AMPLIF MULTIPLEX EA REAC
83902 MOLECULAR DIAGNOSTICS; REVERSE TRANSCRIPTION
83903 MOLECULAR DIAGNOSTICS; MUTATION SCANNING SINGLE SEGMENT EA
83904 MOLECULAR DIAGNOSTICS; MUTATION IDENTIF SEQUENCING EA SGMNT
83905 MOLECULAR DIAGNOSTICS; MUTATION IDENTIF ALLELE TRANSCRIP EA
83906 MOLECULAR DIAGNOSTICS; MUTATION IDENTIF. ALLELE TRANSLAT EA
83912 MOLECULAR DIAGNOSTICS; INTERPRETATION AND REPORT
83915 NUCLEOTIDASE 5'-
83915 NUCLEOTIDASE 5'-
83916 OLIGOCLONAL IMMUNOGLOBULIN (OLIGOCLONAL BANDS)
83918 ORGANIC ACIDS QUANTITATIVE EACH SPECIMEN
83919 ORGANIC ACIDS; QUALITATIVE EACH SPECIMEN
83921 ORGANIC ACID SINGLE QUATITATIVE
83925 OPIATES (EG MORPHINE MEPERIDINE)
83930 OSMOLALITY; BLOOD
83935 OSMOLALITY; URINE
83937 OSTEOCALCIN (BONE G1A PROTEIN)
83945 OXALATE
83970 PARATHORMONE (PARATHYROID HORMONE)
83986 PH BODY FLUID EXCEPT BLOOD
83986 QW PH BODY FLUID EXCEPT BLOOD
83992 PHENCYCLIDINE (PCP)
84022 PHENOTHIAZINE
84030 PHENYLALANINE (PKU) BLOOD
84035 PHENYLKETONES QUALITATIVE
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1999
1/1/1998
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/1998
1/1/1998
5/1/1993
1/1/1998
1/1/1998
1/1/1999
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
7/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$45.85
$22.70
$13.50
$39.63
$29.73
$31.32
$56.43
$54.55

$9.23
$9.23
$9.23
$9.23
$9.23
$9.23
$9.23
$38.62
$38.62
$32.68
$38.62
$38.62
$38.62
$38.62
$9.23
$25.68
$28.92
$46.32
$37.92
$37.92
$37.92
$44.82
$15.22
$15.70
$68.77
$29.67
$95.07
$8.25
$8.25
$33.85
$35.88
$12.68
$8.42

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
84060 PHOSPHATASE ACID; TOTAL
84061 PHOSPHATASE ACID; FORENSIC EXAMINATION
84066 PHOSPHATASE ACID; PROSTATIC
84075 PHOSPHATASE ALKALINE;
84078 PHOSPHATASE ALKALINE; HEAT STABLE (TOTAL NOT INCLUDED)
84080 PHOSPHATASE ALKALINE; ISOENZYMES
84081 PHOSPHATIDYLGLYCEROL
84085 PHOSPHOGLUCONATE 6- DEHYDROGENASE RBC
84087 PHOSPHOHEXOSE ISOMERASE
84100 PHOSPHORUS INORGANIC (PHOSPHATE);
84105 PHOSPHORUS INORGANIC (PHOSPHATE); URINE
84106 PORPHOBILINOGEN URINE; QUALITATIVE
84110 PORPHOBILINOGEN URINE; QUANTITATIVE
84119 PORPHYRINS URINE; QUALITATIVE
84120 PORPHYRINS URINE; QUANTITATION & FRACTIONATION
84126 PORPHYRINS FECES; QUANTITATIVE
84127 PORPHYRINS FECES; QUALITATIVE
84132 POTASSIUM; SERUM
84133 POTASSIUM; URINE
84134 PREALBUMIN
84135 PREGNANEDIOL
84138 PREGNANETRIOL
84140 PREGNENOLONE
84143 17-HYDROXYPREGNENOLONE
84144 PROGESTERONE
84146 PROLACTIN
84150 PROSTAGLANDIN EACH
84152 PROSTATE SPECIFIC ANTIGEN (PSA); COMPLEXED(DIRECT MEASURMNT)
84153 PROSTATE SPECIFIC ANTIGEN (PSA); TOTAL
84154 PROSTATE SPECIFIC ANTIGEN (PSA); FREE
84155 PROTEIN; TOTAL EXCEPT REFRACTOMETRY
84160 PROTEIN; REFRACTOMETRIC
84165 PROTEIN; ELECTROPHORETIC FRACTIONATION & QUANTITATION
84181 PROTEIN;WESTERN BLOT W/INTERP & REPORT BLOOD OR OTHER BODY
84182 WESTERN BLOT W/INTERP & REPORT BLOOD OR OTHER BODY FLUID |
84202 PROTOPORPHYRIN RBC; QUANTITATIVE
84203 PROTOPORPHYRIN RBC; SERUM
84206 PROINSULIN
84207 PYRIDOXAL PHOSPHATE (VITAMIN B-6)
84210 PYRUVATE
84220 PYRUVATE KINASE
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$17.00
$18.23
$22.25
$11.92
$16.82
$34.07
$38.07
$15.53
$23.78
$10.93
$11.92

$9.87
$19.47
$19.83
$33.88
$58.67
$26.83
$10.58

$9.90
$33.60
$44.07
$43.60
$47.63
$35.45
$48.05
$44.63
$57.50
$42.37
$42.37
$42.37

$8.43
$11.92
$24.73
$39.23
$41.45
$33.05
$19.82
$41.03
$64.70
$25.02
$21.73

Fees as of July 2001



Proc Modifier Description
84228 QUININE
84233 RECEPTOR ASSAY; ESTROGEN
84234 RECEPTOR ASSAY; PROGESTERONE
84235 RECEPTOR ASSAY;ENDOCRINE OTHER THAN ESTROGEN OR PROGESTER!
84238 RECEPTOR ASSAY;NON-ENDOCRINE (EG ACETYLCHOLINE)(SPECIFY RECE
84244 RENIN
84252 RIBOFLAVIN (VITAMIN B-2)
84255 SELENIUM
84260 SEROTONIN
84270 SEX HORMONE BINDING GLOBULIN (SHBG)
84275 SIALIC ACID
84285 SILICA
84295 SODIUM; SCREEN
84300 SODIUM; URINE
84305 SOMATOMEDIN
84307 SOMATOSTATIN
84311 SPECTROPHOTOMETRY ANALYTE NOT ELSEWHERE SPECIFIED
84315 SPECIFIC GRAVITY (EXCEPT URINE)
84375 SUGARS CHROMATOGRAPHIC TLC OR PAPER CHROMATOGRAPHY
84376 SUGARS (MON- DI AND OLIGOSACCHARIDES); SINGLE QUALITATIVE
84377 SUGARS (MON- DI AND OLIGOSACCHARIDES); MULTIPLE QUALITATIVE
84378 SUGARS (MON- DI AND OLIGOSACCHARIDES); SINGLE QUANTITATIVE
84379 SUGARS (MON- DI AND OLIGOSACCHARIDES); MULTIPLE QUANTITATIVE
84392 SULFATE URINE
84402 TESTOSTERONE; FREE
84403 TESTOSTERONE; TOTAL
84425 THIAMINE (VITAMIN B-1)
84430 THIOCYANATE
84432 THYROGLOBULIN
84436 THYROXINE; TOTAL
84437 THYROXINE; REQUIRING ELUTION (EG NEONATAL)
84439 THYROXINE; FREE
84442 THYROXINE BINDING GLOBULIN (TBG)
84443 THYROID STIMULATING HORMONE (TSH)
84445 THYROID STIMULATING IMMUNOGLOBULINS (TSI)
84446 TOCOPHEROL ALPHA (VITAMIN E)
84449 TRANSCORTIN (CORTISOL BINDING GLOBULIN)
84450 TRANSFERASE; ASPARTATE AMINO (AST)(SGOT)
84460 TRANSFERASE; ALANINE AMINO (ALT)(SGPT)
84466 TRANSFERRIN
84478 TRIGLYCERIDES
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$26.80
$148.35
$149.40
$120.52
$84.22
$50.67
$46.60
$58.80
$71.35
$50.05
$30.93
$54.25
$11.08
$11.20
$48.97
$42.12
$16.10
$5.77
$45.15
$12.68
$12.68
$26.53
$26.53
$10.93
$58.65
$59.47
$48.92
$26.80
$37.00
$15.83
$14.92
$20.77
$34.07
$38.68
$117.13
$32.67
$41.45
$11.90
$12.20
$29.42
$13.25

Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Proc Modifier Description Effective Method Fee
84478 QW TRIGLYCERIDES 7/1/1998 MEDICARE $13.25
84479 TRIIODOTHYRONINE (T-3); RESIN UPTAKE 1/1/1998 MEDICARE $14.92
84480 TRIODOTHYRONINE (T-3); TOTAL (TT-3) 1/1/1998 MEDICARE $32.67
84481 TRIIODOTHYRONINE (T-3); FREE 1/1/1998 MEDICARE $39.02
84482 TRIIODOTHYRONINE (T-3); REVERSE 1/1/1998 MEDICARE $36.30
84484 TROPONIN QUALITATIVE 1/1/1998 MEDICARE $22.67
84485 TRYPSIN; DUODENAL FLUID 1/1/1998 MEDICARE $17.28
84488 TRYPSIN; FECES QUALITATIVE 1/1/1998 MEDICARE $16.82
84490 TRYPSIN; FECES QUANTITATIVE 24-HOUR COLLECTION 1/1/1998 MEDICARE $17.53
84510 TYROSINE 1/1/1998 MEDICARE $23.97
84512 TROPONIN QUALITATIVE 1/1/1999 MEDICARE $17.73
84520 UREA NITROGEN; QUANTITATIVE 1/1/1998 MEDICARE $9.08
84525 UREA NITROGEN; SEMIQUANTITATIVE (EG REAGENT STRIP TEST) 1/1/1998 MEDICARE $8.65
84540 UREA NITROGEN URINE 1/1/1998 MEDICARE $10.93
84545 UREA NITROGEN CLEARANCE 1/1/1998 MEDICARE $15.20
84550 URIC ACID; BLOOD 1/1/1998 MEDICARE $10.42
84560 URIC ACID; OTHER SOURCE 1/1/1998 MEDICARE $10.93
84577 UROBILINOGEN FECES QUANTITATIVE 1/1/1998 MEDICARE $28.73
84578 UROBILINOGEN URINE; QUALITATIVE 1/1/1998 MEDICARE $7.47
84580 UROBILINOGEN URINE; QUANTITATIVE TIMED SPECIMEN 1/1/1998 MEDICARE $16.35
84583 UROBILINOGEN URINE; SEMIQUANTITATIVE 1/1/1998 MEDICARE $11.58
84585 VANILLYLMANDELIC ACID (VMA) URINE 1/1/1998 MEDICARE $35.70
84586 VASOACTIVE INTESTINAL PEPTIDE (VIP) 1/1/1998 MEDICARE $81.38
84588 VASOPRESSIN (ANTIDIURETIC HORMONE ADH) 1/1/1998 MEDICARE $78.18
84590 VITAMIN A 1/1/1998 MEDICARE $26.70
84591 VITAMIN NOT OTHERWISE SPECIFIED 1/1/2001 MEDICARE $26.70
84597 VITAMIN K 1/1/1998 MEDICARE $31.57
84600 VOLATILES (EG ACETIC ANHYDRIDE CARBON TETRACHLORIDE DICHL 1/1/1998 MEDICARE $37.02
84620 XYLOSE ABSORPTION TEST BLOOD AND/OR URINE 1/1/1998 MEDICARE $27.28
84630 ZINC 1/1/1998 MEDICARE $26.23
84681 C-PEPTIDE 1/1/1998 MEDICARE $37.52
84702 GONADOTROPIN CHORIONIC (HCG); QUANTITATIVE 1/1/1998 MEDICARE $34.67
84703 GONADOTROPIN CHORIONIC (HCG); QUALITATIVE 1/1/1998 MEDICARE $17.30
84703 QW GONADOTROPIN CHORIONIC (HCG); QUALITATIVE 2/1/1999 MEDICARE $17.30
84830 OVULATION TESTS BY VISUAL COLOR COMPARISON METHODS FOR HUMA  1/1/1998 MEDICARE $9.13
84999 UNLISTED CHEMISTRY PROCEDURE 3/1/1991 BY REPORT $0.00
84999 QW FEMEXAM TESTCARD (FROM VAGINAL SWAB) - LITMUS CONCEPTS INC. 12/1/1998 MEDICARE $16.90
85002 BLEEDING TIME 1/1/1998 MEDICARE $10.37
85007 BLOOD COUNT;MANUAL DIFFERENTIAL WBC COUNT(INCLUDES RBC MORPI  1/1/1998 MEDICARE $7.93
85008 BLOOD COUNT;MANUAL BLOOD SMEAR EXAM W/O DIFFERENTIAL PARAME"  1/1/1998 MEDICARE $7.93
85009 BLOOD COUNT,; DIFFERENTIAL WBC COUNT BUFFY COAT 1/1/1998 MEDICARE $6.63
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Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
85013 BLOOD COUNT; SPUN MICROHEMATOCRIT
85014 BLOOD COUNT; OTHER THAN SPUN HEMATOCRIT
85014 QW BLOOD COUNT; OTHER THAN SPUN HEMATOCRIT
85018 BLOOD COUNT; HEMOGLOBIN
85018 QW BLOOD COUNT; HEMOGLOBIN
85021 BLOOD COUNT;HEMOGRAM AUTOMATED(RBC WBC HGB HCT & INDICES ONM
85022 BLOOD COUNT;HEMOGRAM AUTOMATED & MANUAL DIFFERENTIAL WBC C
85023 BLOOD COUNT;HEMOGRAM & PLATELET COUNT AUTOMATED & MANUAL DI
85024 BLOOD COUNT;HEMOGRAM & PLATELET COUNT AUTOMATED & AUTOMATI
85025 BLOOD COUNT;HEMOGRAM & PLATELET COUNT AUTOMATED & AUTOMATE
85027 BLOOD COUNT; HEMOGRAM & PLATELET COUNT AUTOMATED
85029 ADDITIONAL AUTOMATED HEMOGRAM INDICES (EG RED CELL DISTRIBU
85030 ADDITIONAL AUTOMATED HEMOGRAM INDICES (EG RED CELL DISTRIBU
85031 BLOOD COUNT;HEMOGRAM MANUAL COMPLETE CBC(RBC WBC HGB HCT L
85041 BLOOD COUNT; RED BLOOD CELL (RBC) ONLY
85044 BLOOD COUNT; RETICULOCYTE COUNT MANUAL
85045 BLOOD COUNT; RETICULOCYTE COUNT FLOW CYTOMETRY
85046 BLOOD COUNT; RETICULOCYTES HEMOGLOBIN CONCENTATION
85048 BLOOD COUNT; WHITE BLOOD CELL (WBC)
85060 BLOOD SMEAR PERIPHERAL INTERPRETATION BY PHYSICIAN WITH WR
85095 BONE MARROW; ASPIRATION ONLY
85097 BONE MARROW; SMEAR INTERP ONLY W/OR W/O DIFFERENTIAL CELL C
85102 BONE MARROW BIOPSY NEEDLE OR TROCAR
85130 CHROMOGENIC SUBSTRATE ASSAY
85170 CLOT RETRACTION
85175 CLOT LYSIS TIME WHOLE BLOOD DILUTION
85210 CLOTTING; FACTOR Il PROTHROMBIN SPECIFIC
85220 CLOTTING; FACTOR V (ACG OR PROACCELERIN) LABILE FACTOR
85230 CLOTTING; FACTOR VII (PROCONVERTIN STABLE FACTOR)
85240 CLOTTING; FACTOR VIII (AHG) ONE STAGE
85244 CLOTTING; FACTOR VIII RELATED ANTIGEN
85245 CLOTTING; FACTOR VIII VW FACTOR RISTOCETIN COFACTOR
85246 CLOTTING; FACTOR VIII VW FACTOR ANTIGEN
85247 CLOTTING; FACTOR VIII VON WILLEBRAND'S FACTOR MULTIMETRIC
85250 CLOTTING; FACTOR IX (PTC OR CHRISTMAS)
85260 CLOTTING; FACTOR X (STUART-POWER)
85270 CLOTTING; FACTOR XI (PTA)
85280 CLOTTING; FACTOR Xll (HAGEMAN)
85290 CLOTTING; FACTOR Xl (FIBRIN STABILIZING)
85291 CLOTTING;FACTOR XIII (FIBRIN STABILIZING) SCREEN SOLUBILITY
85292 CLOTTING; PREKALLIKREIN ASSAY (FLETCHER FACTOR ASSAY)
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
7/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1999

10/1/1984
10/1/1986
10/1/1984

1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
MEDICARE
BY REPORT
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$5.45
$5.45
$5.45
$5.45
$5.45
$12.87
$12.65
$19.52
$19.50
$17.90
$14.92
$10.58
$10.47
$13.63

$6.93

$9.90

$9.23
$12.87

$5.87

$0.00
$33.00

$0.00
$50.40
$27.40

$8.33
$10.47
$29.92
$40.65
$41.25
$41.25
$47.03
$52.87
$52.87
$52.87
$43.85
$41.25
$41.25
$44.57
$37.63
$20.47
$43.62

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
85293 CLOTTING;HIGH MOLECULAR WEIGHT KININOGEN ASSAY(FITZGERALD FA
85300 CLOTTING INHIBITORS OR ANTICOAGULANTS;ANTITHROMBIN 11l ACTI
85301 CLOTTING INHIBITORS OR ANTICOAGULANTS;ANTITHROMBIN 11l ANTI
85302 CLOTTING INHIBITORS OR ANTICOAGULANTS;PROTEIN C ANTIGEN
85303 CLOTTING INHIBITORS OR ANTICOAGULANTS; PROTEIN C ACTIVITY
85305 CLOTTING INHIBITORS OR ANTICOAGULANTS; PROTEIN S TOTAL
85306 CLOTTING INHIBITORS OR ANTICOAGULANTS; PROTEIN S FREE
85307 ACTIVATED PROTEIN C (APC) RESISTANCE ASSAY
85335 FACTOR INHIBITOR TEST
85337 THROMBOMODULIN
85345 COAGULATION TIME; LEE & WHITE
85347 COAGULATION TIME; ACTIVATED
85348 COAGULATION TIME; OTHER METHODS
85360 EUGLOBULIN LYSIS
85362 FIBRIN(OGEN) DEGRADATION (SPLIT) PRODUCTS (FDP)(FSP);
85366 FIBRIN(OGEN) DEGRADATION (SPLIT) PRODUCTS (FDP)(FSP);
85370 FIBRIN(OGEN) DEGRADATION (SPLIT) PRODUCTS (FDP)(FSP);
85378 FIBRIN DEGRADATION PRODUCTS D-DIMER; SEMIQUANTITATIVE
85379 FIBRIN DEGRADATION PRODUCTS D-DIMER; QUANTITATIVE
85384 FIBRINOGEN; ACTIVITY
85385 FIBRINOGEN; ANTIGEN
85390 FIBRINOLYSINS OR COAGULOPATHY SCREEN INTERPRETATION AND REP
85400 FIBRINOLYTIC FACTORS AND INHIBITORS; PLASMIN
85410 FIBRINOLYTIC FACTORS AND INHIBITORS; ALPHA-2 ACTIVATOR
85415 FIBRINOLYTIC FACTORS AND INHIBITORS; PLASMINOGEN ACTIVATOR
85420 FIBRINOLYTIC FACTORS AND INHIBITORS;PLASMINOGEN EXCEPT ANTI
85421 FIBRINOLYTIC FACTORS AND INHIBITORS;PLASMINOGEN ANTIGENIC A
85441 HEINZ BODIES; DIRECT
85445 HEINZ BODIES; INDUCED ACETYL PHENYLHYDRAZINE
85460 HGC OR RBC'S FETAL FOR FETOMATERNAL HEMORRHAGE; DIFF LYSIS
85461 HGB OR RBC'S FETAL FOR FETOMATERNAL HEMORRHAGE; ROSETTE
85475 HEMOLYSIN ACID
85520 HEPARIN ASSAY
85525 HEPARIN NEUTRALIZATION
85530 HEPARIN-PROTAMINE TOLERANCE TEST
85535 IRON STAIN (RBC OR BONE MARROW SMEARS)
85536 IRON STAIN PERIPHERAL BLOOD
85540 LEUKOCYTE ALKALINE PHOSPHATASE WITH COUNT
85547 MECHANICAL FRAGILITY RBC
85549 MURAMIDASE
85550 NITROBLUE TETRAZOLIUM TE
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
4/1/1991

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$43.62
$27.30
$24.92
$27.68
$31.85
$26.70
$35.30
$35.30
$29.67
$24.02

$9.90

$9.80

$8.57
$19.35
$15.87
$19.83
$26.17
$16.43
$23.43
$19.57
$19.57
$11.88
$20.37
$17.77
$39.60
$15.07
$23.45

$9.68
$15.70
$17.82
$15.28
$20.43
$30.15
$27.30
$32.67
$14.92
$14.92
$19.80
$19.80
$43.20
$11.95

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
85555 OSMOTIC FRAGILITY RBC; UNINCUBATED
85557 OSMOTIC FRAGILITY RBC; INCUBATED
85576 PLATELET; AGGREGATION (IN VITRO) EACH AGENT
85585 PLATELET; ESTIMATION ON SMEAR ONLY
85590 PLATELET; MANUAL COUNT
85595 PLATELET; AUTOMATED COUNT
85597 PLATELET NEUTRALIZATION
85610 PROTHROMBIN TIME;
85610 QW PROTHROMBIN TIME;
85611 PROTHROMBIN TIME; SUBSTITUTIONS PLASMA FRACTIONS EACH
85612 RUSSELL VIPER VENOM TIME (INCLUDES VENOM); UNDILUTED
85613 RUSSELL VIPER VENOM TIME (INCLUDES VENOM); DILUTED
85635 REPTILASE TEST
85651 SEDIMENTATION RATE ERYTHROCYTE NON-AUTOMATED
85652 SEDIMENTATION RATE ERYTHROCYTE; AUTOMATED
85660 SICKLING OF RBC REDUCTION
85670 THROMBIN TIME; PLASMA
85675 THROMBIN TIME; TITER
85705 THROMBOPLASTIN INHIBITION; TISSUE
85730 THROMBOPLASTIN TIME PARTIAL (PTT); PLASMA OR WHOLE BLOOD
85732 THROMBOPLASTIN TIME PARTIAL (PTT);SUBSTITUTION PLASMA FRAC
85810 VISCOSITY
85999 UNLISTED HEMATOLOGY AND COAGULATION PROCEDURE
86000 AGGLUTININS FEBRILE (EG BRUCELLA FRANCISELLA MURINE TYPH
86001 ALLERGEN SPECIFIC IGG QUANTITATIVE OR SEMIQUANTITATIVE EACH
86003 ALLERGEN SPECIFIC IGE;QUANTITATIVE/SEMI-QUANT EACH ALLERGEN
86005 ALLERGEN SPECIFIC IGE;QUALITATIVE MULTIALLERGEN SCREEN (DIP
86021 ANTIBODY IDENTIFICATION; LEUKOCYTE ANTIBODIES
86022 ANTIBODY IDENTIFICATION; PLATELET ANTIBODIES
86023 ANTIBODY IDENTIFICATION;PLATELET ASSOCIATED IMMUNOGLOBIN ASS
86038 ANTINUCLEAR ANTIBODIES (ANA);
86039 ANTINUCLEAR ANTIBODIES (ANA); TITER
86060 ANTISTREPTOLYSIN O; TITER
86063 ANTISTREPTOLYSIN 0; SCREEN
86077 BLOOD BANK PHYSICIAN SERVICES;DIFFICULT CROSS MATCH &/OR EVA
86078 BLOOD BANK PHYSICIAN SERVICES;INVESTIGATION OF TRANSFUSION R
86079 BLOOD BANK PHYSICIAN SERVICES;AUTHO FOR DEVIATION FROM STAND
86140 C-REACTIVE PROTEIN
86146 BETA 2 GLYCOPROTEIN | ANTIBODY EACH
86147 CARDIOLIPIN (PHOSPHOLIPID) ANTIBODY
86148 ANTI-PHOSPHATIDYLSERINE (PHOSPHOLIPID)
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
7/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
7/1/1984
10/1/1986
10/1/1986
1/1/1998
1/1/2001
1/1/1998
1/1/1999

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
BY REPORT
BY REPORT
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$15.40
$30.77
$49.48

$7.93
$9.90
$10.30
$12.32
$9.05
$9.05
$9.08
$22.03
$22.03
$22.68
$8.18
$6.22
$12.72
$13.30
$15.78
$21.73
$13.83
$14.92
$26.90
$0.00
$16.08
$6.67
$6.67
$18.37
$34.67
$42.30
$28.68
$27.83
$25.72
$16.82
$13.30
$0.00
$0.00
$0.00
$11.92
$58.60
$58.60
$37.00

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
86155 CHEMOTAXIS ASSAY SPECIFY METHOD
86156 COLD AGGLUTININ; SCREEN
86157 COLD AGGLUTININ; TITER
86160 COMPLEMENT; ANTIGEN EACH COMPONENT
86161 COMPLEMENT; FUNCTIONAL ACTIVITY EACH COMPONENT
86162 COMPLEMENT; TOTAL HEMOLYTIC (CH50)
86171 COMPLEMENT FIXATION TESTS EACH ANTIGEN
86185 COUNTERIMMUNOELECTROPHORESIS EACH ANTIGEN
86215 DEOXYRIBONUCLEASE ANTIBODY
86225 DEOXYRIBONUCLEIC ACID (DNA) ANTIBODY;NATIVE OR DOUBLE STRAND
86226 DEOXYRIBONUCLEIC ACID (DNA) ANTIBODY; SINGLE STRANDED
86235 EXTRACTABLE NUCLEAR ANTIGEN ANTIBODY TO ANY METHOD (EG NR
86243 FC RECEPTOR
86255 FLUORESCENT NONINFECTIOUS AGENT ANTIBODY; SCREEN EA ANTIBODY
86256 FLUORESCENT NONINFECTIOUS AGENT ANTIBODY; TITER EA ANTIBODY
86277 GROWTH HORMONE HUMAN (HGH) ANTIBODY
86280 HEMAGGLUTINATION INHIBITION TEST (HAI)
86294 IMMUNOASSAY FOR TUMOR ANTIGEN QUALITATIVE OR SEMIQUALITATI
86300 IMMUNOASSAY FOR TUMOR ANTIGEN QUALITATIVE; CA 15-3 (27.29)
86301 IMUNOASSAY FOR TUMOR ANTIGEN QUANTITATIVE; CA 19-9
86304 IMUNOASSAY FOR TUMOR ANTIGEN QUANTITATIVE; CA 125
86308 HETEROPHILE ANTIBODIES; SCREENING
86308 QW HETEROPHILE ANTIBODIES; SCREENING
86309 HETEROPHILE ANTIBODIES; TITER
86310 HETEROPHILE ANTIBODIES;TITERS AFTER ABSORPTION W/BEEF CELLS
86316 IMMUNOASSAY FOR TUMOR ANTIGEN (EG CANCER ANTIGEN 125) EACH
86317 IMMUNOASSAY FOR INFECTIOUS AGENT ANTIBODY QUANTITATIVE NOS
86318 IMMUNOASSAY FOR INFECTIOUS AGENT ANTIBODY QUALITATIVE OR SE
86318 QW IMMUNOASSAY FOR INFECTIOUS AGENT ANTIBODY QUAL OR SEMI-QUAN
86320 IMMUNOELECTROPHORESIS; SERUM
86325 IMMUNOELECTROPHORESIS; OTHER FLUIDS (EG URINE CSF)W/CONCENT
86327 IMMUNOELECTROPHORESIS; CROSSED (2-DIMENSIONAL ASSAY)
86329 IMMUNODIFFUSION; NOT ELSEWHERE SPECIFIED
86331 IMMUNODIFFUSION; GEL DIFFUSION QUALITATIVE EACH ANTIGEN AN
86332 IMMUNE COMPLEX ASSAY
86334 IMMUNOFIXATION ELECTROPHORESIS
86337 INSULIN ANTIBODIES
86340 INTRINSIC FACTOR ANTIBODIES
86341 ISLET CELL ANTIBODY
86343 LEUKOCYTE HISTAMINE RELEASE TEST (LHR)
86344 LEUKOCYTE PHAGOCYTOSIS
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
6/5/2001
1/1/2001
1/1/2001
1/1/2001
1/1/1998
7/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
7/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$36.80
$15.43
$18.57
$27.65
$27.65
$44.37
$23.08
$20.62
$30.53
$31.65
$25.47
$41.30
$47.27
$27.77
$27.77
$36.25
$18.85
$47.93
$47.93
$47.93
$47.93

$9.45

$9.45
$14.92
$16.98
$47.93
$25.50
$29.82
$29.82
$51.63
$51.50
$52.25
$32.33
$27.60
$56.13
$51.45
$49.32
$34.72
$45.57
$28.70
$18.40

Fees as of July 2001



Proc Modifier Description
86353 LYMPHOCYTE TRANSFORMATION MITOGEN (PHYTOMITOGEN) OR ANTIGEI
86359 T CELLS; (TOTAL COUNT)
86360 T CELLS; ABSOLUTE CD4 AND CD8 COUNT INCLUDING RATIO
86361 T CELLS; ABSOLUTE CD4 COUNT
86376 MICROSOMAL ANTIBODIES (EG THYROID OR LIVER-KIDNEY) EACH
86378 MIGRATION INHIBITORY FACTOR TEST (MIF)
86382 NEUTRALIZATION TEST VIRAL
86384 NITROBLUE TETRAZOLIUM DYE TEST (NTD)
86403 PARTICLE AGGLUTINATION; SCREEN EACH ANTIBODY
86406 PARTICLE AGGULINATION; TITER EACH ANTIBODY
86430 RHEUMATOID FACTOR; QUALITATIVE
86431 RHEUMATOID FACTOR; QUANTITATIVE
86485 SKIN TEST; CANDIDA
86490 SKIN TEST; COCCIDIOIDOMYCOSIS
86510 SKIN TEST; HISTOPLASMOSIS
86580 SKIN TEST; TUBERCULOSIS INTRADERMAL
86585 SKIN TEST; TUBERCULOSIS TINE TEST
86586 SKIN TEST; UNLISTED ANTIGEN EACH
86590 STREPTOKINASE ANTIBODY
86592 SYPHILIS TEST; QUALITATIVE (EG VDRL RPR ART)
86593 SYPHILIS TEST; QUANTITATIVE
86602 ANTIBODY; ACTINOMYCES
86603 ANTIBODY; ADENOVIRUS
86606 ANTIBODY; ASPERGILLUS
86609 ANTIBODY; BACTERIUM NOT ELSEWHERE SPECIFIED
86611 ANTIBODY; BARTONELLA
86612 ANTIBODY; BLASTOMYCES
86615 ANTIBODY; BORDETELLA
86617 ANTIBODY; BORRELIA BURGDORFERI (LYME DISEASE) CONFIRMATORY
86618 ANTIBODY; BORRELIA BURGDORFERI (LYME DISEASE)
86619 ANTIBODY; BORRELIA (RELAPSING FEVER)
86622 ANTIBODY; BRUCELLA
86625 ANTIBODY; CAMPYLOBACTER
86628 ANTIBODY; CANDIDA
86631 ANTIBODY; CHLAMYDIA
86632 ANTIBODY; CHLAMYDIA IGG
86635 ANTIBODY; CACCIDIOIDES
86638 ANTIBODY; COXIELLA BRUNETTI (Q FEVER)
86641 ANTIBODY; CRYPTOCOCCUS
86644 ANTIBODY; CYTOMEGALOVIRUS (CMV)
86645 ANTIBODY; CYTOMEGALOVIRUS (CMV) IGM
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Outpatient Hospital

of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1993
1/1/1999
1/1/1999
1/1/1999
1/1/1999
1/1/1993
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
MEDICARE
MEDICARE
BY REPORT
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$112.92
$86.88
$108.22
$61.67
$33.52
$45.37
$38.93
$26.23
$23.47
$24.50
$13.08
$13.08
$0.00
$15.30
$16.33
$0.00
$10.23
$16.66
$25.40
$9.83
$10.15
$23.43
$29.65
$34.67
$29.68
$23.43
$29.72
$30.38
$35.67
$39.23
$30.82
$20.58
$30.22
$27.67
$27.25
$29.25
$26.42
$27.92
$33.20
$26.02
$38.80

Fees as of July 2001



Proc Modifier Description
86648 ANTIBODY; DIPHTHERIA
86651 ANTIBODY; ENCEPHALITIS CALIFORNIA (LA CROSSE)
86652 ANTIBODY; ENCEPHALITIS EASTERN EQUINE
86653 ANTIBODY; ENCEPHALITIS ST. LOUIS
86654 ANTIBODY; ENCEPHALITIS WESTERN EQUINE
86658 ANTIBODY; ENTEROVIRUS (EG COXSACKIE ECHO POLIO)
86663 ANTIBODY; EPSTEIN-BARR (EB) VIRUS EARLY ANTIGEN (EA)
86664 ANTIBODY; EPSTEIN-BARR (EB) VIRUS NUCLEAR ANTIGEN
86665 ANTIBODY; EPSTEIN-BARR (EB) VIRUS VIRAL CAPOID (VCA)
86666 ANTIBODY; EHRLICHIA
86668 ANTIBODY; FRANCISELLA TULARENSIS
86671 ANTIBODY; FUNGUS NES
86674 ANTIBODY; GIARDIA LAMBLIA
86677 ANTIBODY; HELICOBACTER PYLORI
86682 ANTIBODY; HELMINTH NES
86683 ANTIBODY; HEMOGLOBIN FECAL
86684 ANTIBODY; HEMOPHILUS INFLUENZA
86687 ANTIBODY; HTLV-I
86688 ANTIBODY; HTLV-II
86689 ANTIBODY;HTLV OR HIV ANTIBODY CONFIRMATORY TEST(EG WESTERN
86692 ANTIBODY; HEPATITIS DELTA AGENT
86694 ANTIBODY; HERPES SIMPLEX NON-SPECIFIC TYPE TEST
86695 ANTIBODY; HERPES SIMPLEX TYPE 1
86696 ANTIBODY; HERPES SIMPLEX TYPE 2
86698 ANTIBODY; HISTOPLASMA
86701 ANTIBODY; HIV-1
86702 ANTIBODY; HIV-2
86703 ANTIBODY; HIV-1 AND HIV-2 SINGLE ASSAY
86704 HEPATITIS B CORE ANTIBODY (HBCAB); IGG AND IGM
86705 HEPATITIS B CORE ANTIBODY (HBCAB); IGM ANTIBODY
86706 HEPATITIS B SURFACE ANTIBODY (HBSAB)
86707 HEPATITIS BE ANTIBODY (HBEAB)
86708 HEPATITIS A ANTIBODY (HAAB); IGG AND IGM
86709 HEPATITIS A ANTIBODY (HAAB); IGM ANTIBODY
86710 ANTIBODY; INFLUENZA VIRUS
86713 ANTIBODY; LEGIONELLA
86717 ANTIBODY; LEISHMANIA
86720 ANTIBODY; LEPTOSPIRA
86723 ANTIBODY; LISTERIA MONOCYTOGENES
86727 ANTIBODY; LYMPHOCYTIC CHORIOMENINGITIS
86729 ANTIBODY; LYMPHOGRANULOMA VENEREUM
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$35.03
$30.38
$30.38
$30.38
$30.38
$30.02
$30.22
$35.23
$41.78
$23.43
$23.97
$28.25
$33.90
$33.42
$29.95

$5.83
$36.50
$19.33
$32.28
$44.58
$39.53
$26.02
$30.38
$44.58
$28.80
$16.95
$31.15
$31.60
$27.77
$27.12
$20.97
$26.63
$28.53
$25.92
$31.23
$35.25
$28.22
$30.38
$30.38
$29.65
$27.52

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description

86732 ANTIBODY; MUCORMYCOSIS

86735 ANTIBODY; MUMPS

86738 ANTIBODY; MYCOPLASMA

86741 ANTIBODY; NEISSERIA MENINGITIS

86744 ANTIBODY; NOCARDIA

86747 ANTIBODY; PARVOVIRUS

86750 ANTIBODY; PLASMODIUM (MALARIA)

86753 ANTIBODY; PROTOZOA NES

86756 ANTIBODY; RESPIRATORY SYNCYTIAL VIRUS

86757 ANTIBODY; RICKETTSIA

86759 ANTIBODY; ROTAVIRUS

86762 ANTIBODY; RUBELLA

86765 ANTIBODY; RUBEOLA

86768 ANTIBODY; SALMONELLA

86771 ANTIBODY; SHIGELLA

86774 ANTIBODY; TETANUS

86777 ANTIBODY; TOXOPLASMA

86778 ANTIBODY; TOXOPLASMA IGM

86781 ANTIBODY;TREPONEMA PALLIDUM CONFIRMATORY TEST (EG FTA-ABS)

86784 ANTIBODY; TRICHINELLA

86787 ANTIBODY; VARICELLA-ZOSTER

86790 ANTIBODY; VIRUS NES

86793 ANTIBODY; YERSINIA

86800 THYROGLOBULIN ANTIBODY

86803 HEPATITIS C ANTIBODY

86804 HEPATITIS C ANTIBODY; CONFIRMATORY TEST (EG IMMUNOBLOT)

86805 LYMPHOCYTOTOXICITY ASSAY VISUAL CROSSMATCH;W/TITRATION

86806 LYMPHOCYTOTOXICITY ASSAY VISUAL CROSSMATCH; W/O TITRATION

86807 SERUM SCREENING FOR CYTOTOXIC PERCENT REACTIVE ANTIBODY (PRA

86808 SERUM SCREENING FOR CYTOTOXIC PERCENT REACTIVE ANTIBODY (PRA

86812 HLA TYPING; A BOR C (EG A10 B7 B27) SINGLE ANTIGEN

86813 HLA TYPING; A B OR C MULTIPLE ANTIGENS

86816 HLA TYPING; DR/DQ MULTIPLE ANTIGENS

86817 HLA TYPING; DR/DQ MULTIPLE ANTIGENS

86821 HLA TYPING; LYMPHOCYTE CULTURE MIXED (MLC)

86822 HLA TYPING; LYMPHOCYTE CULTURE PRIMED (PLC)

86849 UNLISTED IMMUNOLOGY PROCEDURE

86850 ANTIBODY SCREEN RBC EACH SERUM TECHNIQUE

86860 ANTIBODY ELUTION (RBC) EACH ELUTION

86870 ANTIBODY IDENTIFICATION RBC ANTIBODIES EACH PANEL FOR EACH

86880 ANTIHUMAN GLOBULIN TEST (COOMBS TEST);DIRECT EACH ANTIGEN
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1993
1/1/1993
1/1/1993
1/1/1993
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
BY REPORT
BY REPORT
BY REPORT
MEDICARE

Fee
$30.38
$30.05
$30.52
$30.38
$30.38
$34.62
$30.38
$28.53
$29.68
$44.58
$30.38
$26.02
$29.68
$30.38
$30.38
$34.08
$26.02
$33.17
$30.50
$28.93
$29.68
$29.68
$30.38
$36.63
$32.88
$35.55

$120.43
$109.60
$91.15
$68.37
$59.43
$133.55
$64.15
$148.30
$130.05
$84.20
$0.00
$0.00
$0.00
$0.00
$12.37

Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Proc Modifier Description Effective Method Fee

86885 ANTIHUMAN GLOBULIN TEST (COOMBS TEST);INDIRECT QUALITATIVE 1/1/1998 MEDICARE $13.17
86886 ANTIHUMAN GLOBULIN TEST (COOMBS TEST);INDIRECT TITER EACH 1/1/1998 MEDICARE $11.92
86890 AUTOLOGOUS BLOOD OR COMPONENT COLLECTION PROCESSING AND S°  1/1/1993 BY REPORT $0.00
86891 AUTOLOGOUS BLOOD OR COMPONENT COLLECTION PROCESSING AND S°  1/1/1993 BY REPORT $0.00
86900 BLOOD TYPING; ABO 1/1/1998 MEDICARE $6.87
86901 BLOOD TYPING; RH (D) 1/1/1999 MEDICARE $12.50
86903 BLOOD TYPING;ANTIGEN SCREENING FOR COMPATIBLE BLOOD UNIT USI 1/1/1998 MEDICARE $21.75
86904 BLOOD TYPING;ANTIGEN SCREENING FOR COMPATIBLE BLOOD UNIT USI 1/1/1998 MEDICARE $21.90
86905 BLOOD TYPING;RBC ANTIGENS OTHER THAN ABO OR RH(D) EACH 1/1/1998 MEDICARE $8.80
86906 BLOOD TYPING; RH PHENOTYPING COMPLETE 1/1/1998 MEDICARE $17.85
86915 BONE MARROW MODIFICATION OR TREATMENT TO ELIMINATE CELL (EG 1/1/1993 BY REPORT $0.00
86920 COMPATIBILITY TEST EACH UNIT; IMMEDIATE SPIN TECHNIQUE 1/1/1993 BY REPORT $0.00
86921 COMPATIBILITY TEST EACH UNIT; INCUBATION TECHNIQUE 1/1/1993 BY REPORT $0.00
86922 COMPATIBILITY TEST EACH UNIT; ANTIGLOBULIN TECHNIQUE 1/1/1993 BY REPORT $0.00
86927 FRESH FROZEN PLASMA THAWING EACH UNIT 1/1/1993 BY REPORT $0.00
86930 FROZEN BLOOD PREPARATION FOR FREEZING EACH UNIT; 1/1/1993 BY REPORT $0.00
86931 FROZEN BLOOD PREP FOR FREEZING EACH UNIT; W/THAWING 1/1/1993 BY REPORT $0.00
86932 FROZEN BLOOD PREP FOR FREEZING EACH UNIT;W/FREEZING & THAW 1/1/1993 BY REPORT $0.00
86940 HEMOLYSINS AND AGGLUTININS AUTO SCREEN EACH; 1/1/1998 MEDICARE $18.88
86941 HEMOLYSINS AND AGGLUTININS AUTO SCREEN EACH; INCUBATED 1/1/1998 MEDICARE $27.88
86945 IRRADIATION OF BLOOD PRODUCT EACH UNIT 1/1/1993 BY REPORT $0.00
86950 LEUKOCYTE TRANSFUSION 1/1/1993 BY REPORT $0.00
86965 POOLING OF PLATELETS OR OTHER BLOOD PRODUCTS 1/1/1993 BY REPORT $0.00
86970 PRETREATMENT OF RBC'S FOR USE IN RBC ANTIBODY DETECTION 1/1/1993 BY REPORT $0.00
86971 PRETREATMENT OF RBC'S FOR USE IN RBC ANTIBODY DETECTION 1/1/1993 BY REPORT $0.00
86972 PRETREATMENT OF RBC'S FOR USE IN RBC ANTIBODY DETECTION 1/1/1993 BY REPORT $0.00
86975 PRETREATMENT OF SERUM FOR USE IN RBC ANTIBODY IDENTIFICATION 1/1/1993 BY REPORT $0.00
86976 PRETREATMENT OF SERUM FOR USE IN RBC ANTIBODY IDENTIFICATION 1/1/1993 BY REPORT $0.00
86977 PRETREATMENT OF SERUM FOR USE IN RBC ANTIBODY IDENTIFICATION 1/1/1993 BY REPORT $0.00
86978 PRETREATMENT OF SERUM FOR USE IN RBC ANTIBODY IDENTIFICATION 1/1/1993 BY REPORT $0.00
86985 SPLITTING OF BLOOD OR BLOOD PRODUCTS EACH UNIT 1/1/1993 BY REPORT $0.00
86999 UNLISTED TRANSFUSION MEDICINE PROCEDURE 1/1/1999 BY REPORT $0.00
87001 ANIMAL INOCULATION SMALL ANIMAL; W/OBSERVATION 1/1/1998 MEDICARE $30.45
87003 ANIMAL INOCULATION SMALL ANIMAL; W/OBSEVATION & DISSECTION 1/1/1998 MEDICARE $38.77
87015 CONCENTRATION (ANY TYPE) FOR PARASITES OVA OR TUBERCLE BA 1/1/1998 MEDICARE $15.38
87040 CULTURE BACTERIAL DEFINITIVE;BLOOD(INCL ANAEROBIC SCREEN) 1/1/1998 MEDICARE $23.78
87045 CULTURE BACTERIAL DEFINITIVE; STOOL 1/1/1998 MEDICARE $21.73
87046 CULTURE BACTERIAL; STOOL ADDITIONAL PATHOGENS EACH PLATE 1/1/2001 MEDICARE $5.43
87070 CULTURE BACTERIAL DEFINITIVE; ANY OTHER SOURCE 1/1/1998 MEDICARE $19.83
87071 CULTURE BACTERIAL; QUANT AEROBIC EXCEPT URINE BLOOD STOOL 1/1/2001 MEDICARE $10.87
87072 QW CULTURE OR DIRECT BACTERIAL IDENTIFICATION METHOD EA ORGANI 1/1/1999 MEDICARE $18.60
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Proc Modifier Description

87073 CULTURE BACTERIAL;QUANT ANAEROBIC EXCEPT URINE BLOOD STOOL

87075 CULTURE BACTERIAL ANY SOURCE; ANAEROBIC (ISOLATION)

87076 CULTURE BACTERIAL ANY SOURCE;DIFINITIVE IDENTIFICATION EA

87077 CULTURE BACTERIAL; AEROBIC ISOLATE ADDTNL METHODS FOR ID

87077 QW CULTURE BACTERIAL; AEROBIC ISOLATE ADDTNL METHODS FOR ID

87081 CULTURE BACTERIAL SCREENING ONLY FOR SINGLE ORGANISMS

87084 CULTURE PRESUMPTIVE PATHOGENIC ORGANISMS SCREENING ONLY

87086 CULTURE BACTERIAL URINE; QUANTITATIVE COLONY COUNT

87088 CULTURE BACTERIAL URINE;IDENTIFICATION IN ADDITION TO QUA

87101 CULTURE FUNGI ISOLATION (WITH OR WITHOUT PRESUMPTIVE IDENT

87102 CULTURE FUNGI ISOLATION (WITH OR WITHOUT PRESUMPTIVE IDENT

87103 CULTURE FUNGI ISOLATION (WITH OR WITHOUT PRESUMPTIVE IDENT

87106 CULTURE FUNGI DEFINITIVE IDENTIFICATION OF EACH FUNGUS (US

87107 CULTURE FUNGI DEFINITIVE IDENTIFICATION EACH ORG; MOLD

87109 CULTURE MYCOPLASMA ANY SOURCE

87110 CULTURE CHLAMYDIA

87116 CULTURE TUBERCLE OR OTHER ACID-FAST BACILLI (EG TB AFB M

87118 CULTURE MYCOBACTERIA DEFINITIVE IDENTIFICATION OF EACH ORG

87140 CULTURE TYPING; FLUORESCENT METHOD EACH ANTISERUM

87143 CULTURE TYPING; GAS LIQUID CHROMATOGRAPHY (GLC) METHOD

87147 CULTURE TYPING;IMMUNOLOGIC METHOD OTHER THAN IMMUNOFLUORE:

87149 CULTURE TYPING; IDENTIFICATION BY NUCLEIC ACID PROBE

87152 CULTURE TYPING; IDENTIFICATION BY PULSE FIELD GEL TYPING

87158 CULTURE TYPING; OTHER METHODS

87164 DARK FIELD EXAMINATION ANY SOURCE (EG PENILE VAGINAL ORA

87166 DARK FIELD EXAMINATION ANY SOURCE (EG PENILE VAGINAL ORA

87168 MACROSCOPIC EXAMINATION; ARTHROPOD

87169 MACROSCOPIC EXAMINATION; PARASITE

87172 PINWORM EXAM (EG CELLOPHANE TAPE PREP)

87176 ENDOTOXIN BACTERIAL (PYROGENS); HOMOGENIZATION TISSUE FOR

87177 OVA AND PARASITES DIRECT SMEARS CONCENTRATION AND IDENTIFI

87181 SENSITIVITY STUDIES ANTIBIOTIC;AGAR DIFFUSION METHOD PER A

87184 SENSITIVITY STUDIES ANTIBIOTIC;DISK METHOD PER PLATE(12 OR

87185 SUSCEPTIBILITY STUDIES ANTIMICROBIAL AGENT; ENZYME DETECT

87186 SENSITIVITY STUDIES ANTIBIOTIC;MICROTITER MINIMUM INHIBITO

87187 SENSITIVITY STUDIES ANTIBIOTIC;MINIMUM BACTERICIDAL CONCENT

87188 SENSITIVITY STUDIES ANTIBIOTIC;MACROTUBE DILUTION METHOD E

87190 SENSITIVITY STUDIES ANTIBIOTIC;TUBERCLE BACILLUS(TB AFB)

87197 SERUM BACTERICIDAL TITER (SCHLICTER TEST)

87205 SMEAR PRIMARY SOURCE WITH INTERP;ROUTINE STAIN FOR BACTERI

87206 SMEAR PRIMARY SOURCE WITH INTER;FLUORESCENT &/OR ACID FACT
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of information contained in the fee schedules.

Effective
1/1/2001
1/1/1998
1/1/2001
1/1/2001
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/2001
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$10.87
$21.80
$18.60
$18.60
$18.60
$13.08
$19.83
$18.60
$13.08
$17.77
$16.10
$20.77
$12.65
$12.65
$35.43
$45.13
$24.88
$25.22
$12.85
$28.87
$11.92
$46.18
$12.05
$12.05
$24.73
$26.02

$9.83
$9.83
$9.83
$13.55
$20.50
$9.45
$15.88
$9.45
$19.90
$23.88
$15.28
$13.02
$34.60
$9.83
$12.37

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
87207 SMEAR PRIMARY SOURCE WITH INTERP;SPECIAL STAIN FOR INCLUSI
87210 SMEAR PRIMARY SOURCE WITH INTERP;WET MOUNT W/SIMPLE STAIN.
87220 TISSUE EXAMINATION FOR FUNGI (EG KOH SLIDE)
87230 TOXIN OR ANTITOXIN ASSAY TISSUE CULTURE (EG CLOSTRIDIUM DI
87250 VIRUS IDENTIFICATION;INCOCULATION OF EMBRYONATED EGGS OR SM
87252 VIRUS IDENTIFICATION;TISSUE CULTURE INOCULATION & OBSERVATIO
87253 VIRUS IDENTIFICATION;TISSUE CULTURE ADDITIONAL STUDIES EAC
87254 VIRUS ISOLATION; SHELL VIAL INCL ID WITH IMMUNOFLORESCENCE
87260 INFEC. AGENT ANTIGEN DETEC/DIRECT FLUORESCENT; ADENOVIRUS
87265 INFEC. AGENT ANTIGEN DETEC/DIRECT FLUORESCENT; PERTUSSIS
87270 INFEC. AGENT ANTIGEN DETEC/DIRECT FLUORESCENT; CHYLMD TRACH
87272 INFEC. AGENT ANTIGEN DETEC/DIRECT FLUORESCENT; CRYPTOSPORIDU
87273 INFECTIOUS AGENT ANTIGEN DETECTION BY IMMUNOFLUOR; HERPES 2
87274 INFEC. AGENT ANTIGEN DETEC/DIRECT FLUORESCENT; HERPES SIMPLE
87275 INFECTIOUS AGENT ANTIGEN DETECTION BY IMMUNOFLUOR; INFLUEN B
87276 INFEC. AGENT ANTIGEN DETEC/DIRECT FLUORESCENT; INFLUENZA A
87277 INFECTIOUS AGENT ANTIGEN DETECT BY IMMUNOFL; LEGIONELLA MICD
87278 INFEC. AGENT ANTIGEN DETEC/DIRECT FLUORESCENT; LEGION PNEUMO
87279 INFECTIOUS AGENT ANTIGEN DETECT BY IMMUNOFL;PARAINFLUENZA
87280 INFEC. AGENT ANTIGEN DETEC/DIRECT FLUORESCENT; RSV
87281 INFECTIOUS AGENT ANTIGEN DETECT BY IMMUNOFL;PNEUMOCYST CARIN
87283 INFECTIOUS AGENT ANTIGEN DETECT BY IMMUNOFL; RUBEOLA
87285 INFEC. AGENT ANTIGEN DETEC/DIRECT FLUORESCENT; TREPON PALLID
87290 INFEC. AGENT ANTIGEN DETEC/DIRECT FLUORESCENT; VARICELLA ZOS
87299 INFEC. AGENT ANTIGEN DETEC/DIRECT FLUORESCENT; NOS
87300 INFECTIOUS AGNT ANTIGEN DETECT BY IMMUNOFLUORESCENT;POLYVLN1
87301 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD;ADENOVIRUS
87320 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD;CHYLDM TRACH
87324 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; CLOSTRIDIU
87327 INFECT AGENT ANTIGEN DETECT BY ENZYME IMMUNO;CRYPTOCOCCUS Nt
87328 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; CRYPTOSPORID
87332 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; CMV
87335 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; E COLI 0157
87336 INFECT AGENT ANTIGEN DETECT BY ENZYME IMMUNO;ENTAMOEBA DISPA
87337 INFECT AGENT ANTIGEN DETECT BY ENZYME IMMUNO;ENTAMOEBA HISTO
87338 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD;HELICOBACTER
87339 INFECT AGENT ANTIGEN DETECT BY ENZYME IMMUNO;HELICOBAC PYLOR
87340 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; HEP B SA
87341 INFECT AGENT ANTIGEN DETECT BY ENZYME IMMUNO;HEP B SURF ANTI
87350 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; HEP BE ANTIG
87380 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; HEP DELTA AG
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/2001
1/1/1998
1/1/2001
1/1/1998
1/1/2001
1/1/1998
1/1/2001
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/2001
6/5/2001
1/1/2001
1/1/1998
1/1/2001
1/1/1998
1/1/1998

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$13.80
$9.83
$9.83
$45.47
$45.03
$57.48
$46.52
$11.27
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$13.82
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63
$22.28
$22.28
$22.52
$37.82

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
87385 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; HISTOPLASMA
87390 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; HIV-1
87391 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; HIV-2
87400 INFECT AGENT ANTIGEN DETECT BY ENZYME IMMUNO;INF A OR B EACH
87420 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; RSV
87425 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; ROTAVIRUS
87427 INFECTIOUS AGENT ANTIGEN DETECTION SHIGA-LIKE TOXIN
87430 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; STREP A
87449 INFEC. AGENT ANTIGEN DETEC/EIA MULT STEP MTHD; NOS
87450 INFEC. AGENT ANTIGEN DETEC/EIA SING STEP MTHD; NOS
87451 INFECTIOUS AGENT ANTIGEN DETECTION EACH POLYVLNT ANTISERUM
87470 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; BARTONELLA DIRECT PRO
87471 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; BARTONELLA AMP PROBE
87472 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; BARTONELLA QUANTIFIC
87475 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; BORRELIA DIRECT PROB
87476 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; BORRELIA AMP PROBE
87477 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; BORRELIA QUANTIFICAT
87480 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CANDIDA DIRECT PROBE
87481 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CANDIDA AMPLIF PROBE
87482 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CANDIDA QUANTIFICATI
87485 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CHYLMD PNEUM DIR PROB
87486 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CHYLMD PNEUM AMP PROB
87487 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CHYLMD PNEUM QUANTIFI
87490 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CHYLMD TRACH DIR PROB
87491 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CHYLMD TRACH AMP PROB
87492 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CHYLMD TRACH QUANTIFI
87495 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CMV DIRECT PROBE TEC
87496 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CMV AMP PROBE TECHNI
87497 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; CMV QUANTIFICATION
87510 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; GARDNER VAG DIR PROB
87511 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; GARDNER VAG AMP PROB
87512 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; GARDNER VAG QUANTIFI
87515 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HEP B VIRUS DIR PROB
87516 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HEP B VIRUS AMP PROB
87517 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HEP B VIRUS QUANTIFI
87520 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HEPATITIS C DIR PROB
87521 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HEPATITIS C AMP PROB
87522 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HEPATITIS C QUANTIFI
87525 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HEPATITIS G DIR PROB
87526 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HEPATITIS G AMP PROB
87527 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HEPATITIS G QUANTIFI
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/2001
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$27.63
$40.63
$40.63
$13.82
$27.63
$27.63
$27.63
$27.63
$27.63
$22.08
$22.08
$46.18
$80.83
$98.67
$46.18
$80.83
$98.67
$46.18
$80.83
$96.15
$46.18
$80.83
$98.67
$46.18
$80.83
$80.52
$46.18
$80.83
$98.67
$46.18
$80.83
$96.15
$46.18
$80.83
$98.67
$46.18
$80.83
$98.67
$46.18
$80.83
$96.15

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
87528 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HERPES SIMP DIR PROB
87529 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HERPES SIMP AMP PROB
87530 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HERPES SIMP QUANTIFI
87531 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA;HERPES VIRUS-6 DIR PRO
87532 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA;HERPES VIRUS-6 AMP PRO
87533 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA;HERPES VIRUS-6 QUANTIF
87534 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HIV-1 DIRECT PROBE
87535 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HIV-1 AMP PROBE TECH
87536 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HIV-1 QUANTIFICATION
87537 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HIV-2 DIRECT PROBE
87538 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HIV-2 AMP PROBE TECH
87539 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HIV-2 QUANTIFICATION
87540 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA;LEGION PNEUMO;DIR PROB
87541 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA;LEGION PNEUMO;AMP PROB
87542 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA;LEGION PNEUMO;QUANTIFI
87550 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; MYCOBACTERIA DIR PROB
87551 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; MYCOBACTERIA AMP PROB
87552 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; MYCOBACTERIA QUANTIFI
87555 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; MYCOBAC TB DIR PROBE
87556 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; MYCOBAC TB AMP PROBE
87557 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; MYCOBAC TB QUANTIFIC
87560 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA;M.AVIUM-INTRA DIR PRO
87561 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA;M.AVIUM-INTRA AMP PRO
87562 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA;M.AVIUM-INTRA QUANTIF
87580 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; MYCO PNEUMON DIR PRO
87581 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; MYCO PNEUMON AMP PRO
87582 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; MYCO PNEUMON QUANTIF
87590 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; N.GONORRHOEAE DIR PRO
87591 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; N.GONORRHOEAE AMP PRO
87592 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; N.GONORRHOEAE QUANTIF
87620 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HPV DIRECT PROBE TEC
87621 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HPV AMP PROBE TECHNI
87622 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; HPV QUANTIFICATION
87650 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; STREP A DIRECT PROBE
87651 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; STREP A AMP PROBE TE
87652 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; STREP A QUANTIFICATI
87797 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; NOS DIRECT PROBE TEC
87798 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; NOS AMP PROBE TECHNI
87799 INFEC. AGENT ANTIGEN DETEC/DNA OR RNA; NOS QUANTIFICATION
87800 INFECTIOUS AGENT DETECT BY NUCLEIC ACID; DIRECT PROBE TECHN
87801 INFECTIOUS AGENT DETECT BY NUCLEIC ACID;AMPLIFIED PROBE TECH
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of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/2000
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/2001
1/1/2001

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

Fee
$46.18
$80.83
$98.67
$46.18
$80.83
$96.15
$46.18
$80.83

$195.98
$46.18
$80.83
$98.67
$46.18
$80.83
$96.15
$46.18
$80.83
$98.67
$46.18
$80.83
$98.67
$46.18
$80.83
$98.67
$46.18
$80.83
$96.15
$46.18
$80.83
$98.67
$46.18
$80.83
$96.15
$46.18
$80.83
$96.15
$46.18
$80.83
$98.67
$46.18
$80.83

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
87810 INFEC. AGENT ANTIGEN DETEC/ASSAY W/OPTIC OBSERV; CHYLMD TRAC
87850 INFEC. AGENT ANTIGEN DETEC/ASSAY W/OPTIC OBSERV; N.GONORRHOE
87880 INFEC. AGENT ANTIGEN DETEC/ASSAY W/OPTIC OBSERV; STREP A
87880 QW INFEC. AGENT ANTIGEN DETEC/ASSAY W/OPTIC OBSERV; STREP A
87899 INFEC. AGENT ANTIGEN DETEC/ASSAY W/OPTIC OBSERV; NOS
87899 QW INFEC AGENT ANTIGEN DETEC/ASSAY W/OPTIC OBSERV; NOS
87901 INFECTIOUS AGENT GENOTYPE ANALYSIS BY NUCLEIC ACID HIV 1
87903 INFEC AGNT PHENOTYPE ANALYSIS BY NUC ACID W DRUG RESIST HIV1
87904 INFEC AGNT PHENOTYPE ANALYSIS BY NUC ACID W DRUG RESIS EACH+
87999 UNLISTED MICROBIOLOGY PROCEDURE
88104 CYTOPATHOLOGY FLUIDS WASHINGS OR BRUSHINGS EXCEPT CERVICA
88106 CYTOPATHOLOGY FLUIDS WASHINGS OR BRUSHINGS EXCEPT CERVICA
88107 CYTOPATHOLOGY FLUIDS WASHINGS OR BRUSHINGS EXCEPT CERVICA
88108 CYTOPATHOLOGY CONCENTRATION TECHNIQUE SMEARS AND INTERPRE
88125 CYTOPATHOLOGY FORENSIC (EG SPERM)
88130 SEX CHROMATIN IDENTIFICATION; BARR BODIES
88140 SEX CHROMATIN IDENTIFICATION;PERIPHERAL BLOOD SMEAR POLYMOR
88142 DX CYTOPATHOLOGY/CERV OR VAG; MANUAL SCREEN PHYS SPRVSN
88143 DX CYTOPATHOLOGY/CERV OR VAG; RE/SCREEN PHYS SPRVSN
88144 DX CYTOPATHOLOGY/CERV OR VAG; MAN & COMP SCRN PHYS SPRVSN
88145 DX CYTOPATH / CERV OR VAG; MAN&COMP SCRN CELL SELEC PHYS SUP
88147 CYTOPATHOLOGY SMEARS CERV/VAG; AUTOMATED SCRN PHYS SPRVSN
88148 CYTOPATHOLOGY SMEARS CERV/VAG; AUTO SCRN MAN RESCRN PHYS
88150 CYTOPATHOLOGY SLIDES CERV/VAG; MANUAL SCREEN PHYS SPRVSN
88152 CYTOPATHOLOGY SLIDES CERV/VAG; MAN & COMP SCRN PHYS SPRVSN
88153 CYTOPATH SLIDES CERV OR VAG; MAN SCRN & RE-SCRN PHYS SPRVS
88154 CYTOPATH SLIDES CERV/VAG;MAN&COMP SCRN CELL SELEC PHYS SPRV
88155 CYTOPATHOLOGY SLIDES CERV/VAG DEFINITIVE HORMONAL EVAL
88156 CYTOPATHOLOGY SMEARS CERVICAL OR VAGINAL (THE BETHESDA SY
88158 CYTOPATHOLOGY SMEARS CERV/VAG TBS MAN TECH SCRN/AUTO RESC
88160 CYTOPATHOLOGY SMEARS ANY OTHER SOURCE; SCREENING & INTERP
88161 CYTOPATHOLOGY SMEARS ANY OTHER SOURCE;PREP SCREENING INTEF
88162 CYTOPATHOLOGY SMEARS ANY OTHER SOURCE;EXTENDED STUDY INVO
88164 DX CYTOPATH SLIDES CERV OR VAG; MAN SCREEN UNDER PHYS SPRVSN
88165 DX CYTOPATH SLIDES CERV OR VAG; MAN SCRN & RE-SCRN PHYS SPRV
88166 DX CYTOPATH SLIDE CERV/VAG; MAN & COMP SCRN UNDER PHYS SPRVS
88167 DX CYTOPATH SLIDE CERV/VAG;MAN&COMP SCRN CELL SELEC PHYS SUP
88170 FINE NEEDLE ASPIRATION WITH OR WITHOUT PREPARATION OF SMEARS
88171 FINE NEEDLE ASPIRATION WITH OR WITHOUT PREPARATION OF SMEARS
88172 EVALUATION OF FINE NEEDLE ASPIRATE WITH OR WITHOUT PREPARATI
88173 EVALUATION OF FINE NEEDLE ASPIRATE WITH OR WITHOUT PREPARATI
Please see first page for a complete description 49

of information contained in the fee schedules.

Effective
1/1/1998
1/1/1998
1/1/1998
1/1/2000
1/1/1998
1/1/1998
1/1/2001
1/1/2001
1/1/2001
1/1/1992
9/1/1991
10/1/1984
7/1/1995
7/1/1984
7/1/1995
1/1/1998
1/1/1998
1/1/2000
1/1/2000
1/1/2000
1/1/2000
1/1/2000
1/1/2000
1/1/2000
1/1/2000
1/1/2000
1/1/2000
1/1/1998
1/1/1999
1/1/1999
9/1/1991
7/1/1995
10/1/1986
1/1/2000
1/1/2000
1/1/2000
1/1/2000
12/1/1985
10/1/1986
7/1/1984
7/1/1984

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
MEDICARE
MEDICARE
BY REPORT
BY REPORT
BY REPORT
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
BY REPORT
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
BY REPORT
BY REPORT
BY REPORT

Fee
$27.63
$27.63
$27.63
$27.63
$27.63
$27.63

$592.97
$1,125.48
$57.48
$0.00
$25.70
$24.40
$0.00
$0.00
$0.00
$34.65
$18.42
$24.33
$24.33
$24.33
$24.33
$24.33
$24.33
$24.33
$24.33
$24.33
$24.33
$13.80
$11.92
$11.92
$34.70
$0.00
$0.00
$24.33
$24.33
$24.33
$24.33
$0.00
$0.00
$0.00
$0.00

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description

88180 FLOW CYTOMETRY; EACH CELL SURFACE MARKER

88182 FLOW CYTOMETRY; CELL CYCLE OR DNA ANALYSIS

88199 UNLISTED CYTOPATHOLOGY PROCEDURE

88230 TISSUE CULTURE FOR NON-NEOPLASTIC DISORD; LYMPHOCYTE

88233 TISSUE CULTURE FOR NON-NEOPLASTIC DISORD; SKIN/SOLID TISS BX

88235 TISSUE CULTURE FOR NON-NEOPLASTIC DISORD; AMNIOTIC /CV CELLS

88237 TISSUE CULTURE FOR NEOPLASTIC DISORD; BONE MARROW BLOOD CEL

88239 TISSUE CULTURE FOR NEOPLASTIC DISORD; SOLID TUMOR

88240 CRYOPRESERVATION FREEZING & STORAGE OF CELLS EA CELL LINE

88241 THAWING AND EXPANSION OF FROZEN CELLS EACH ALIQUOT

88245 CHROMOSOME ANALYSIS FOR BREAKAGE SYNDRMS; BASELINE SEC 20-25

88248 CHROMOSOME ANALYSIS FOR BREAKAGE SYNDRMS; BASELINE BRKG

88249 CHROMOSOME ANALYSIS FOR BREAKAGE SYNDRMS; SCORE 100 CELLS

88250 CHROMOSOME ANALYSIS FOR FRAGILE X ASSOCIATED WITH FRAGILE X-

88260 CHROMOSOME ANALYSIS; COUNT 5 CELLS SCREENING WITH BANDING

88261 CHROMOSOME ANALYSIS; COUNT 5 CELLS 1 KARYOTYPE W/ BANDING

88262 CHROMOSOME ANALYSIS; COUNT 15-20 CELLS 2 KARYOTYPES W/BANDI

88263 CHROMOSOME ANALYSIS; CNT 45 CELLS MOSAICISM 2 KARYOTP W/BAND

88264 CHROMOSOME ANALYSIS; ANALYZE 20-25 CELLS

88267 CHROMOSOME ANALYSIS AMNIOTIC FLUID OR CHORIONIC VILLUS COU

88269 CHROMOSOME ANALYSIS IN SITU FOR AMNIOTIC FLUID CELLS COUNT

88271 MOLECULAR CYTOGENETICS; DNA PROBE EACH (EG FISH)

88272 MOLECULAR CYTOGENETICS; ANALYZE 3-5 CELLS CHROMOSOMAL

88273 MOLECULAR CYTOGENETICS; ANALYZE 10-30 CELLS CHROMOSOMAL

88274 MOLECULAR CYTOGENETICS; ANALYZE 25-99 CELLS INTERPHASE

88275 MOLECULAR CYTOGENETICS; ANALYZE 100-300 CELLS INTERPHASE

88280 CHROMOSOME ANALYSIS; ADDITIONAL KAROTYPES EACH STUDY

88283 CHROMOSOME ANALYSIS;ADDITIONAL SPECIALIZED BANDING TECHNIQUE

88285 CHROMOSOME ANALYSIS; ADDITIONAL CELLS COUNTED EACH STUDY

88289 CHROMOSOME ANALYSIS; ADDITIONAL HIGH RESOLUTION STUDY

88291 CYTOGENETICS AND MOLECULAR CYTOGENETICS INTERP & REPORT

88299 UNLISTED CYTOGENETIC STUDY

88300 LEVEL | - SURGICAL PATHOLOGY GROSS EXAMINATION ONLY

88300 LEVEL | - SURGICAL PATHOLOGY GROSS EXAMINATION ONLY

88302 LEVEL Il - SURGICAL PATHOLOGY GROSS AND MICROSCOPIC EXAMINA

88302 LEVEL Il - SURGICAL PATHOLOGY GROSS AND MICROSCOPIC EXAMINA

88304 LEVEL Il - SURGICAL PATHOLOGY GROSS AND MICROSCOPIC EXAMIN

88304 LEVEL Il - SURGICAL PATHOLOGY GROSS AND MICROSCOPIC EXAMIN

88305 LEVEL IV - SURGICAL PATHOLOGY GROSS AND MICROSCOPIC EXAMINA

88305 LEVEL IV - SURGICAL PATHOLOGY GROSS AND MICROSCOPIC EXAMINA

88307 LEVEL V - SURGICAL PATHOLOGY GROSS AND MICROSCOPIC EXAMINAT
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of information contained in the fee schedules.

Effective
10/1/1986
10/1/1986
1/1/1964
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1999
1/1/1998
1/1/1998
1/1/1999
1/1/1999
1/1/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1998
1/1/1998
8/13/1999
8/13/1999
8/13/1999
8/13/1999
8/13/1999
1/1/1998
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1964
9/1/1991
1/1/1992
9/1/1991
1/1/1992
9/1/1991
1/1/1992
9/1/1991
3/1/1994
9/1/1991

Method
BY REPORT
BY REPORT
BY REPORT
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
MEDICARE
BY REPORT
MEDICARE
BY REPORT
MEDICARE
BY REPORT
MEDICARE
BY REPORT
MEDICARE

Fee
$0.00
$0.00
$0.00

$268.33
$324.15
$339.17
$290.92
$339.80
$23.27
$23.27
$342.87
$398.87
$398.87
$348.73
$257.15
$407.07
$287.08
$346.12
$287.08
$414.07
$383.08
$33.33
$41.67
$58.33
$66.67
$75.00
$57.80
$42.72
$43.77
$7.33
$9.23
$0.00
$21.50
$0.00
$32.10
$0.00
$56.10
$0.00
$87.20
$0.00
$82.70

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
88307 LEVEL V - SURGICAL PATHOLOGY GROSS AND MICROSCOPIC EXAMINAT
88309 LEVEL VI - SURGICAL PATHOLOGY GROSS AND MICROSCOPIC EXAMINA
88311 DECALCIFICATION PROCEDURE (LIST SEPARATELY IN ADDITION TO CO
88312 SPECIAL STAINS (LIST SEPARATELY IN ADDITION TO CODE FOR SURG
88313 SPECIAL STAINS (LIST SEPARATELY IN ADDITION TO CODE FOR SURG
88314 SPECIAL STAINS (LIST SEPARATELY IN ADDITION TO CODE FOR SURG
88318 DETERMINATIVE HISTOCHEMISTRY TO IDENTIFY CHEMICAL COMPONENTS
88319 DETERMINATIVE HISTOCHEMISTRY OR CYTOCHEMISTRY TO IDENTIFY EN
88321 CONSULTATION AND REPORT ON REFERRED SLIDES PREPARED ELSEWHE
88323 CONSULTATION AND REPORT ON REFERRED MATERIAL REQUIRING PREP/
88325 CONSULTATION COMPREHENSIVE WITH REVIEW OF RECORDS AND SPEC
88329 PATHOLOGY CONSULTATION DURING SURGERY;
88331 PATHOLOGY CONSULTATION DURING SURGERY;W/FROZEN SECTION(S) S
88332 PATHOLOGY CONSULTATION DURING SURGERY;EACH ADD TISSUE BLOCK
88342 IMMUNOCYTOCHEMISTRY (INCLUDING TISSUE IMMUNOPEROXIDASE) EAC
88346 IMMUNOFLUORESCENT STUDY EACH ANTIBODY; DIRECT METHOD
88347 IMMUNOFLUORESCENT STUDY EACH ANTIBODY; INDIRECT METHOD
88348 ELECTRON MICROSCOPY; DIAGNOSTIC
88349 ELECTRON MICROSCOPY; SCANNING
88355 MORPHOMETRIC ANALYSIS; SKELETAL MUSCLE
88356 MORPHOMETRIC ANALYSIS; NERVE
88358 MORPHOMETRIC ANALYSIS; TUMOR
88362 NERVE TEASING PREPARATIONS
88365 TISSUE IN SITU HYBRIDIZATION INTERPRETATION AND REPORT
88371 PROTEIN ANALYSIS OF TISSUE BY WESTERN BLOT WITH INTERPRETAT
88372 PROTEIN ANALYSIS OF TISSUE BY WESTERN BLOT WITH INTERPRETAT
88399 UNLISTED SURGICAL PATHOLOGY PROCEDURE
88400 BILIRUBIN TOTAL TRANSCUTANEOUS
89050 CELL COUNT MISCELLANEOUS BODY FLUIDS (EG CSF JOINT FLUID)
89051 CELL COUNT MISCELLANEOUS BODY FLUIDS (EG CSF JOINT FLUID)
89060 CRYSTAL IDENTIFICATION BY LIGHT MICROSCOPY WITH OR WITHOUT
89100 DUODENAL INTUBATION AND ASPIRATION; SINGLE SPECIMEN
89105 DUODENAL INTUBATION AND ASPIRATION;COLLECTION OF MULTI FRACT
89125 FAT STAIN FECES URINE OR SPUTUM
89130 GASTRIC INTUBATION AND ASPIRATION DIAGNOSTIC EACH SPECIMEN
89132 GASTRIC INTUBATION AND ASPIRATION DIAGNOSTIC EACH SPECIMEN
89135 GASTRIC INTUBATION ASPIRATION AND FRACTIONAL COLLECTIONS
89136 GASTRIC INTUBATION ASPIRATION AND FRACTIONAL COLLECTIONS
89140 GASTRIC INTUBATION ASPIRATION AND FRACTIONAL COLLECTIONS
89141 GASTRIC INTUBATION ASPIRATION AND FRACTIONAL COLLECTIONS
89160 MEAT FIBERS FECES
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of information contained in the fee schedules.

Effective
3/1/1994
1/1/1992
10/1/1984
10/1/1984
10/1/1984
1/1/1988
10/1/1986
10/1/1986
10/1/1984
1/1/1964
1/1/1964
7/1/1995
10/1/1984
10/1/1984
10/1/1986
10/1/1986
3/1/1990
7/1/1995
1/1/1964
10/1/1986
10/1/1986
1/1/1988
1/1/1988
4/1/1989
1/1/1998
1/1/1998
1/1/1964
1/1/2001
1/1/1998
1/1/1998
1/1/1998
1/1/1999
1/1/1999
1/1/1998
1/1/1999
7/1/1995
7/1/1995
7/1/1995
7/1/1995
7/1/1995
1/1/1998

Method
BY REPORT
BY REPORT
MEDICARE
MEDICARE
MEDICARE
BY REPORT
BY REPORT
BY REPORT
MEDICARE
BY REPORT
BY REPORT
BY REPORT
MEDICARE
MEDICARE
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
MEDICARE
MEDICARE
BY REPORT
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
BY REPORT
MEDICARE
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
MEDICARE

Fee
$0.00
$0.00
$9.00

$13.60
$18.00
$0.00
$0.00
$0.00
$59.00
$0.00
$0.00
$0.00
$57.00
$15.70
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$28.50
$42.75
$0.00
$5.78
$10.88
$12.68
$16.47
$0.00
$0.00
$9.93
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$8.48

Fees as of July 2001



Proc
89190
89350
89355
89360
89365
89399
91000
91010
91011
91012
91020
91030
91032
91033
91052
91055
91060
91065
91122
92060
92065
92081
92082
92083
92135
92235
92240
92250
92265
92270
92275
92283
92284
92285
92286
92541
92542
92543
92544
92545
92546

Modifier

Montana Medicaid - Fee Schedule

Description

NASAL SMEAR FOR EOSINOPHILS

SPUTUM OBTAINING SPECIMEN AEROSOL INDUCED TECHNIQUE (SEPAR

STARCH GRANULES FECES

SWEAT COLLECTION BY IONTOPHORESIS

WATER LOAD TEST

Outpatient Hospital

UNLISTED MISCELLANEOUS PATHOLOGY TEST

ESOPHAGEAL INTUBATION
ESOPHAGEAL MOTILITY STUDY;
ESOPHAGUS MOTILITY STUDY
ESOPHAGUS MOTILITY STUDY

GASTRIC MOTILITY (MANOMETRIC) STUDIES

ACID PERFUSION OF ESOPHAGUS
ESOPHAGUS ACID REFLUX TEST
PROLONGED ACID REFLUX TEST
GASTRIC ANALYSIS TEST
GASTRIC INTUBATION FOR SMEAR
GASTRIC SALINE LOAD TEST
BREATH HYDROGEN TEST

ANAL PRESSURE RECORD
SPECIAL EYE EVALUATION
ORTHOPTIC/PLEOPTIC TRAINING
VISUAL FIELD EXAMINATION(S)
VISUAL FIELD EXAMINATION(S)
VISUAL FIELD EXAMINATION(S)

SCANNING COMPUT.OPHTHALMIC DX IMAGING INTERP & REPORT UNIL

EYE EXAM WITH PHOTOS

ICG ANGIOGRAPHY

EYE EXAM WITH PHOTOS

EYE MUSCLE EVALUATION
ELECTRO-OCULOGRAPHY
ELECTRORETINOGRAPHY
COLOR VISION EXAMINATION
DARK ADAPTATION EYE EXAM
EYE PHOTOGRAPHY

INTERNAL EYE PHOTOGRAPHY
SPONTANEOUS NYSTAGMUS TEST
POSITIONAL NYSTAGMUS TEST
CALORIC VESTIBULAR TEST
OPTOKINETIC NYSTAGMUS TEST
OSCILLATING TRACKING TEST
TORSION SWING RECORDING

Please see first page for a complete description
of information contained in the fee schedules.
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Effective
1/1/1998
1/1/1999
1/1/1998
1/1/1999
1/1/1998
1/1/1964
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$10.93
$21.42

$7.70
$23.48
$12.68
$0.00
$163.42
$163.42
$163.42
$163.42
$163.42
$63.89
$163.42
$163.42
$163.42
$63.89
$163.42
$63.89
$180.09
$45.37
$45.37
$45.37
$45.37
$45.37
$122.22
$122.22
$122.22
$45.37
$45.37
$45.37
$132.87
$45.37
$122.22
$45.37
$122.22
$131.01
$131.01
$131.01
$131.01
$131.01
$131.01

Fees as of July 2001



Montana Medicaid - Fee Schedule

Proc Modifier

92547 SUPPLEMENTAL ELECTRICAL TEST
92548 POSTUROGRAPHY

92552 PURE TONE AUDIOMETRY AIR
92553 AUDIOMETRY AIR & BONE

92555 SPEECH THRESHOLD AUDIOMETRY
92556 SPEECH AUDIOMETRY COMPLETE
92557 COMPREHENSIVE HEARING TEST
92561 BEKESY AUDIOMETRY DIAGNOSIS
92562 LOUDNESS BALANCE TEST

92563 TONE DECAY HEARING TEST
92564 SISI HEARING TEST

92565 STENGER TEST PURE TONE

92567 TYMPANOMETRY

92568 ACOUSTIC REFLEX TESTING

92569 ACOUSTIC REFLEX DECAY TEST
92571 FILTERED SPEECH HEARING TEST
92572 STAGGERED SPONDAIC WORD TEST
92573 LOMBARD TEST

92575 SENSORINEURAL ACUITY TEST
92576 SYNTHETIC SENTENCE TEST
92577 STENGER TEST SPEECH

92579 VISUAL AUDIOMETRY (VRA)

92582 CONDITIONING PLAY AUDIOMETRY
92583 SELECT PICTURE AUDIOMETRY
92584 ELECTROCOCHLEOGRAPHY

92585 BRAINSTEM EVOKED AUDIOMETRY
92587 EVOKED AUDITORY TEST

92588 EVOKED AUDITORY TEST

92589 AUDITORY FUNCTION TEST(S)
92596 EAR PROTECTOR EVALUATION
93005 ELECTROCARDIOGRAM TRACING
93012 TRANSMISSION OF ECG

93017 CARDIOVASCULAR STRESS TEST
93024 CARDIAC DRUG STRESS TEST
93041 RHYTHM ECG TRACING

93225 ECG MONITOR/RECORD 24 HRS
93226 ECG MONITOR/REPORT 24 HRS
93231 EXG MONITOR/RECORD 24 HRS
93232 ECG MONITOR/REPORT 24 HRS
93236 ECG MONITOR/REPORT 24 HRS
93278 ECG/SIGNAL-AVERAGED

Please see first page for a complete description
of information contained in the fee schedules.

Description

Outpatient Hospital
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Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$131.01
$131.01

$31.48
$31.48
$31.48
$31.48
$68.05
$68.05
$68.05
$68.05
$68.05
$68.05
$31.48
$68.05
$68.05
$68.05
$68.05
$68.05
$68.05
$68.05
$68.05
$68.05
$68.05
$68.05
$131.01
$132.87
$131.01
$131.01
$68.05
$68.05
$17.59
$75.00
$78.70
$78.70
$17.59
$78.70
$78.70
$78.70
$78.70
$78.70
$17.59

Fees as of July 2001



Montana Medicaid - Fee Schedule

Outpatient Hospital

Proc Modifier Description
93303 ECHO TRANSTHORACIC
93304 ECHO TRANSTHORACIC
93307 ECHO EXAM OF HEART
93308 ECHO EXAM OF HEART
93312 ECHO EXAM OF HEART
93314 ECHO EXAM OF HEART
93315 ECHO TRANSESOPHAGEAL
93317 ECHO TRANSESOPHAGEAL
93320 DOPPLER ECHOCARDIOGRAPHY; COMPLETE
93321 DOPPLER ECHO EXAM HEART
93325 DOPPLER COLOR FLOW VELOCITY MAPPING (LIST SEPARATELY IN ADDI
93350 ECHO TRANSTHORACIC
93501 RIGHT HEART CATHETERIZATION
93505 BIOPSY OF HEART LINING
93508 CATHETER PLACEMENT FOR ANGIOPLASTY W/OUT CONCOM LT. HT. CATH
93510 LEFT HEART CATHETERIZATION
93511 LEFT HEART CATHETERIZATION
93514 LEFT HEART CATHETERIZATION
93524 LEFT HEART CATHETERIZATION
93526 RT & LT HEART CATHETERS
93527 RT & LT HEART CATHETERS
93528 RT & LT HEART CATHETERS
93529 RT LT HEART CATHETERIZATION
93530 RIGHT HEART CATHETERIZATION FOR CONITAL CARDIAC ANOMALIES
93531 COMBINED RT HEART CATH & RETRO LT HEART CATH FOR CONGEN ANOM
93532 COMBINED RT & TRANSSEPTAL LT HEART CATH THRU INTACT SEPTUM
93533 COMBINED RT & TRANSSEPTAL LT HEART CATH THRU EXISTING SEPTAL
93539 INJECTION CARDIAC CATH
93540 INJECTION CARDIAC CATH
93541 INJECTION FOR LUNG ANGIOGRAM
93542 INJECTION FOR HEART X-RAYS
93543 INJECTION FOR HEART X-RAYS
93544 INJECTION FOR AORTOGRAPHY
93545 INJECTION FOR CORONARY X-RAYS
93555 IMAGING CARDIAC CATH
93556 IMAGING CARDIAC CATH
93561 CARDIAC OUTPUT MEASUREMENT
93562 CARDIAC OUTPUT MEASUREMENT
93571 HEART FLOW RESERV MSRMNT DURING CORONARY ANGIO; INITIAL VESS
93572 HEART FLOW RESERV MSRMNT DURING CORONARY ANGIO; EA ADD'L VES
93600 BUNDLE OF HIS RECORDING
Please see first page for a complete description 54

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$203.70
$203.70
$203.70
$203.70
$256.94

$0.00
$256.94
$0.00
$203.70
$203.70
$203.70
$203.70
$1,460.61
$606.00
$0.00
$1,460.61
$1,460.61
$1,460.61
$1,460.61
$1,460.61
$1,460.61
$1,460.61
$1,460.61
$1,460.61
$1,460.61
$1,460.61
$1,460.61
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$441.19

Fees as of July 2001



Proc
93602
93603
93607
93609
93610
93612
93615
93616
93618
93619
93620
93624
93631
93640
93641
93642
93721
93731
93732
93733
93734
93735
93736
93737
93738
93740
93770
93875
93880
93882
93886
93888
93922
93923
93924
93925
93926
93930
93931
93965
93970

Modifier

Montana Medicaid - Fee Schedule

Description

INTRA-ATRIAL RECORDING

RIGHT VENTRICULAR RECORDING
RIGHT VENTRICULAR RECORDING
MAPPING OF TACHYCARDIA
INTRA-ATRIAL PACING
INTRAVENTRICULAR PACING
ESOPHAGEAL RECORDING
ESOPHAGEAL RECORDING

HEART RHYTHM PACING
ELECTROPHYSIOLOGY EVALUATION
ELECTROPHYSIOLOGY EVALUATION
ELECTROPHYSIOLOGIC STUDY
HEART PACING MAPPING

Outpatient Hospital

ELECTROPHYSIOLOGIC EVAL OF CARDIOVERTER-DEFIB LEADS;

ELECTROPHYSIOLOGIC EVAL OF CARDIOVERTER-DEFIB LEADS; W/TEST

ELECTROPHYSIOLOGIC EVAL OF CARDIOVERTER-DEFIBRILLATOR

PLETHYSMOGRAPHY TRACING

ELECT ANALYSIS DUAL-CHAMBER PACEMAKER SYSTEM; W/O REPROGRAN
ELECT ANALYSIS DUAL-CHAMBER PACEMAKER SYSTEM; W/ REPROGRAM}
ELECT ANAL DUAL-CHAMBER PACEMAKER SYSTEM TELEPHONIC ANALYS
ELECT ANALYSIS SNGL-CHAMBER PACEMAKER SYSTEM; W/O REPROGRALI
ELECT ANALYSIS SNGL-CHAMBER PACEMAKER SYSTEM; W/ REPROGRAM!
ELECT ANAL SNGL-CHAMBER PACEMAKER SYSTEM TELEPHONIC ANALYS
ELEC ANAL SNGL/DUAL-CHAMB CARDIOVERT/DEFIBRIL ONLY; W/O REPR
ELEC ANAL SNGL/DUAL-CHAMB CARDIOVERT/DEFIBRIL ONLY; W/REPROG

TEMPERATURE GRADIENT STUDIES
MEASURE VENOUS PRESSURE
EXTRACRANIAL STUDY
EXTRACRANIAL STUDY
EXTRACRANIAL STUDY
INTRACRANIAL STUDY
INTRACRANIAL STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY

LOWER EXTREMITY STUDY
LOWER EXTREMITY STUDY
UPPER EXTREMITY STUDY
UPPER EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY

Please see first page for a complete description
of information contained in the fee schedules.
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Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
1/1/1999
1/1/1999
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$441.19
$441.19
$441.19
$441.19
$441.19
$441.19
$441.19
$441.19
$441.19

$1,252.74
$1,252.74
$441.19
$441.19
$495.36
$495.36
$495.36
$95.37
$20.83
$20.83
$20.83
$20.83
$20.83
$20.83
$20.83
$20.83
$8.22
$1.44
$95.37
$125.92
$125.92
$125.92
$125.92
$95.37
$95.37
$95.37
$125.92
$125.92
$125.92
$125.92
$95.37
$125.92

Fees as of July 2001



Proc
93971
93975
93976
93978
93979
93980
93981
93990
94010
94014
94015
94060
94070
94150
94200
94240
94250
94260
94350
94360
94370
94375
94400
94450
94620
94621
94680
94681
94690
94720
94725
94750
94760
94761
94762
94770
95004
95024
95027
95028
95044

Modifier

Montana Medicaid - Fee Schedule

Description

EXTREMITY STUDY
VASCULAR STUDY
VASCULAR STUDY
VASCULAR STUDY
VASCULAR STUDY
PENILE VASCULAR STUDY
PENILE VASCULAR STUDY
DOPPLER FLOW TESTING

Outpatient Hospital

SPIROMETRY INCL GRAPHIC RECORD TOTAL AND TIMED VC EPR
PATIENT RECORDED SPIROMETRY/30 DAY; EDU/TRANSM/CAPTURE/ANALY
PATIENT RECORDED SPIROMETRY/30 DAY; RECORDING

EVALUATION OF WHEEZING

PROLONGED POSTEXPOSURE EVALUATION OF BRONCHOSPASM W/SPIRO

VITAL CAPACITY TEST

LUNG FUNCTION TEST (MBC/MVV)
RESIDUAL LUNG CAPACITY
EXPIRED GAS COLLECTION
THORACIC GAS VOLUME

LUNG NITROGEN WASHOUT CURVE
MEASURE AIRFLOW RESISTANCE
BREATH AIRWAY CLOSING VOLUME
RESPIRATORY FLOW VOLUME LOOP
CO2 BREATHING RESPONSE CURVE
HYPOXIA RESPONSE CURVE
PULMONARY STRESS TESTING
PULMONARY STRESS TESTING; COMPLEX
EXHALED AIR ANALYSIS: 02
EXHALED AIR ANALYSIS: 02 CO2
EXHALED AIR ANALYSIS

MONOXIDE DIFFUSING CAPACITY
MEMBRANE DIFFUSION CAPACITY
PULMONARY COMPLIANCE STUDY
MEASURE BLOOD OXYGEN LEVEL
MEASURE BLOOD OXYGEN LEVEL
MEASURE BLOOD OXYGEN LEVEL
EXHALED CARBON DIOXIDE TEST
ALLERGY SKIN TESTS

ALLERGY SKIN TESTS

SKIN END POINT TITRATION
ALLERGY SKIN TESTS

ALLERGY PATCH TESTS

Please see first page for a complete description
of information contained in the fee schedules.
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Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
1/1/1998
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
1/1/1999
1/1/1999
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$125.92
$125.92
$125.92
$125.92
$125.92
$125.92
$125.92
$125.92

$38.42
$108.33
$108.33
$76.85
$108.33
$0.00
$38.42
$76.85
$38.42
$76.85
$76.85
$76.85
$76.85
$38.42
$38.42
$38.42
$76.85
$108.33
$38.42
$76.85
$38.42
$38.42
$76.85
$76.85
$8.72
$22.30
$0.00
$38.42
$26.39
$26.39
$26.39
$26.39
$26.39

Fees as of July 2001
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Outpatient Hospital

Proc Modifier Description
95052 PHOTO PATCH TEST
95056 PHOTOSENSITIVITY TESTS
95060 EYE ALLERGY TEST
95065 NOSE ALLERGY TEST
95070 BRONCHIAL ALLERGY TESTS
95071 BRONCHIAL ALLERGY TESTS
95078 PROVOCATIVE TESTING
95805 MULTIPLE SLEEP LATENCY OR MAINTENANCE OF WAKEFULNESS TESTING
95807 SLEEP STUDY SIMULTANEOUS RECORDING ATTENDED BY TECHNOLOGIS
95808 POLYSOMNOGRAPHY 1-3
95810 POLYSOMNOGRAPHY 4 OR MORE
95812 EEG EXTENDED MONITORING; UP TO ONE HOUR
95813 EEG EXTENDED MONITORING; GREATER THAN ONE HOUR
95816 ELECTROENCEPHALOGRAM (EEG) INCL RECORDING AWAKE AND DROWSY
95819 ELECTROENCEPHALOGRAM (EEG) INCL RECORDING AWAKE AND ASLEEP
95822 ELECTROENCEPHALOGRAM (EEG); SLEEP ONLY
95824 ELECTROENCEPHALOGRAM (EEG); CEREBRAL DEATH EVALUATION ONLY
95827 ELECTROENCEPHALOGRAM (EEG); ALL NIGHT SLEEP ONLY
95829 SURGERY ELECTROCORTICOGRAM
95858 TENSILON TEST & MYOGRAM
95860 NEEDLE ELECTROMYOGRAPHY ONE EXTREMITY W/ OR W/OUT PARASPIN/
95861 NEEDLE ELECTROMYOGRAPHY TWO EXTREMITIES W/ OR W/OUT PARASP
95863 NEEDLE ELECTROMYOGRAPHY THREE EXTREMITIES W/ OR W/OUT PARAS
95864 NEEDLE ELECTROMYOGRAPHY FOUR EXTREMITIES W/ OR W/OUT PARASF
95867 MUSCLE TEST HEAD OR NECK
95868 MUSCLE TEST HEAD OR NECK
95869 NEEDLE ELECTROMYOGRAPHY; THORACIC PARASPINAL MUSCLES
95870 NEEDLE ELECTROMYOGRAPHY; LIMITED STUDY OF MUSCLES
95872 MUSCLE TEST ONE FIBER
95875 LIMB EXERCISE TEST
95900 NERVE CONDUCTION STUDY EA NERVE; MOTOR W/O F-WAVE STUDY
95903 NERVE CONDUCTION STUDY EA NERVE; MOTOR WITH F-WAVE STUDY
95904 NERVE CONDUCTION STUDY EA NERVE; SENSORY OR MIXED
95920 INTRAOPERATIVE NERVE TESTING
95921 AUTONOMIC NERVE FUNCTION TEST
95922 AUTONOMIC NERVE FUNCTION TEST
95923 AUTONOMIC NERVE FUNCTION TEST
95925 SOMATOSENSORY TESTING
95926 SOMATOSENSORY TESTING
95927 SOMATOSENSORY TESTING
95930 VISUAL EVOKED POTENTIAL TEST
Please see first page for a complete description 57

of information contained in the fee schedules.

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$26.39
$26.39
$26.39
$26.39
$108.33
$108.33

$26.39
$516.19
$516.19
$516.19
$516.19
$516.19
$516.19
$107.40
$107.40
$107.40
$107.40
$516.19
$107.40

$53.24

$53.24

$53.24
$132.87

$53.24
$132.87
$132.87

$53.24

$53.24

$53.24
$271.75

$53.24

$53.24

$53.24
$132.87
$132.87
$132.87
$132.87
$132.87
$132.87
$132.87
$132.87

Fees as of July 2001
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Description

Proc Modifier

95933 BLINK REFLEX TEST

95934 H'REFEX TEST

95936 H'REFLEX TEST

95937 NEUROMUSCULAR JUNCTION TEST
95950 AMBULATORY EEG MONITORING
95951 EEG MONITORING/VIDEORECORD
95953 EEG MONITORING/COMPUTER
95954 EEG MONITORING/GIVING DRUGS
95955 EEG DURING SURGERY

95956 EEG MONITORING/CABLE/RADIO
95957

95958 EEG MONITORING/FUNCTION TEST
95961

95962

99001

Please see first page for a complete description
of information contained in the fee schedules.

Outpatient Hospital

DIGITAL ANALYSIS OF ELECTROENCEPHALOGRAM (EG FOR SPIKE ANAL)

STIMULATION OF ELECTRODES ON BRAIN SURF; INITIAL HR PHYS ATT
STIMULATION OF ELECTRODES ON BRAIN SURF;EA ADD'L HR PHYS ATT
HANDLING AND/OR CONVEYANCE OF SPECIMEN FOR TRANFER FROM THE

58

Effective
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
7/1/2001
1/1/2000

Method
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fee
$53.24
$53.24

$132.87
$53.24
$271.75
$516.19
$516.19
$516.19
$107.40
$0.00
$0.00
$516.19
$132.87
$132.87
$0.00

Fees as of July 2001
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Please see first page for a complete description 59
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 60
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 61
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 62
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 63
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 64
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 65
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 66
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 67
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 68
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 69
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 70
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 71
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 72
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 73
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 74
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 75
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 76
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 77
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 78
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 79
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 80
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 81
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 82
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 83
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 84
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 85
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 86
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 87
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 88
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 89
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 90
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 91
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 92
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 93
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 94
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 95
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 96
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 97
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 98
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 99
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 100
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 101
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 102
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 103
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 104
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 105
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 106
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 107
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 108
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 109
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 110
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 111
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 112
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 113
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 114
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 115
of information contained in the fee schedules. Fees as of July 2001



Montana Medicaid - Fee Schedule
Outpatient Hospital

Please see first page for a complete description 116
of information contained in the fee schedules. Fees as of July 2001



